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Frankel and Strider' report: 
“Intravenous Priscoline gave 
excellent to good results in over 
90% of our cases.” 


“Priscoline hydrochloride 
intravenously is an effective agent 
in the treatment of acute and 
recurrent acute subdeltoid bursitis. 


The 150 patients in this study 
were given 1 ml. (25 mg.) 
Priscoline, by intravenous injection, 
daily from 1 to 3 days. Excellent 
results (relief gained immediately 
or within 24 hours; painless 
rotation of arm) were achieved in 
71 patients. Good results (no 
sedation required; partial 
movement of arm without discom- 
fort) were obtained in 68 patients. 
Eleven patients had no relief. 


Patients’ ages ranged from 22 to 
85 years. Calcification was 
present in varying degrees in 82 
cases. Sixty-nine patients 
reported previous attacks and 
had been treated unsuccessfully 
with X-ray, hydrocortisone 

and other agents. 


The authors suggest it is the 
sympatholytic action of 
Priscoline which relieves pain by 
chemical sympathetic block. 
Further, “Priscoline may, through 
its vasodilating ability, promote 
the transport of calcium 

away from the bursa.” 


“We can especially recommend 
its use in cases where X-ray 
therapy or local injection 

of hydrocortisone has failed.” 


1. Frankel, C. J., and Strider, D. V.: 
Presented at Meeting of American 
Academy of Orthopaedic Surgeons, 
New York, N.Y., Feb. 3, 1958. 


SUPPLIED: MULTIPLE-DOSE VIALS, 
10 ml., 25 mg. per ml. 

Also available: TABLETS, 25 mg.; 
ELIXIR, 25 mg. per 4-ml. teaspoon. 


PRISCOLINE® hydrochloride 
(tolazoline hydrochloride CIBA) 


Illustration by F. Netter, M.D., 
from CLINICAL SYMPOSIA 10: 
Cover (Jan.-Feb.) 1958. 
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INFORMATION for Authors 


@ e e The editors of Geriatrics invite physicians to submit original 
papers in the field of geriatric medicine. Interest and value to the 
practicing physician are paramount. 

Manuscripts should be typewritten, double spaced. Recommended 
length is from 3,500 to 4,500 words. 

Authors’ full names, academic or professional affiliation, and com- 
plete addresses should be included. No more than three names 
should be listed. Credit to contributing workers may be given in a 
footnote. 

References should be kept to not more than 20 citations and 
should be typed on a separate sheet. Both journal and book refer- 
ences should follow the style of the Index Medicus. References are 
to be numbered and listed consecutively as they appear in the manu- 
script. A summary of 40 to 60 words for use at the head of the 
article should accompany the manuscript. 

GERIATRICS encourages the use of illustrations. Art work and 
photographs must be clear, shatp, and suitable for good reproduction. 
Each illustration should be fully identified with author’s name and 
with figure number and should be accompanied by cutlines num- 
bered to correspond. Tables must be well organized, clear, and 
accurate. 

Galley proofs and reprint order cards will be submitted to the 
senior author well in advance of publication date. 
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QUALITY / RESEARCH / INTEGRITY 


INTRAMUSCULAR 
ERYTHROMYCIN’ 
100 mg. 


ORAL 
ERYTHROMYCIN 
250 mg. (specially 
coated tablets)’ 





assures a more decisive clinical response 


Ilosone provides more potent, longer- 
lasting therapeutic levels in the serum 
within minutes after administration. A 
fast, decisive response is assured in al- 
most every common bacterial infection. 

Usual adult dosage is one or two 
250-mg. Pulvules® every six hours, ac- 
cording to severity of infection. For 
optimum effect, administer on an empty 
stomach. (A 125-mg. pediatric Pulvule 


is also available.) In bottles of 24. 


EL! LILLY AND COMPANY © INDIANAPOLLS 6, INDIANA, U.S. A. 


ILOSONE in almost every common bacterial infection 








*Shown by how many times the serum can 
be diluted two hours after administration 
of the antibiotic and still inhibit identical 
pathogenic strains of bacteria. This is the 
Tube Dilution Technique, which is regarded 
by leading authorities as the most mean- 
ingful method of comparing different anti- 
biotics. It shows not merely the level of 
antibiotic in the blood but the actual anti- 
bacterial effectiveness of that level. 


Griffith, R. S., et al.: Antibiotic Med. 
& Clin. ~Macton] 5:609 (October), 1958. 
Note: Peak levels with the oral erythro- 
mycin tablets (thirty-three dilutions) were 
not observed until four hours after ad- 
ministration. 2. Data from Griffith, R. S.: 
Antibiotics Annual, p. 269, 1954-1955. 
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e Minimal prevalence of he- 
moptysis in a random sample 
of old men is probably 2 or 3 
per cent, 2 per cent of 
1,176 men reporting for pre- 
placement chest films and $ 
per cent of 4,201 men with 
normal chest films had hemop- 
Katherine Boucot, pro 
fessor of preventive medicine 
at the Woman’s Medical Col 
lege, Philadelphia, David A. 
Cooper, professor of medicine 
at the University of Pennsyl 
vania, and William Weiss, clini- 
cal assistant professor of medi- 


since 
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tvsis. 


cine at the Woman’s Medical 
College, writing on Hemop 
tysis in Older Men, sav that 


the rate for all men was 7 per 
cent, with 4 per cent for non- 
smokers pei 
disease 


and 7 cent for 


smokers. Serious was 
found in 1 of every 2 men with 
hemoptysis. Eight per cent had 
pfimary bronchogenic carcino 


use of Chemo- 
Method for the 
Microscopically Controlled Ex- 
the Skin 
and Lips has been attained by 
Frederick E. Mohs, 
professor of chemosurgery at 
the University of Wisconsin 
Medical School and director of 
the Chemosurgery Clinic, Uni- 


e@ Successful 
surgery as a 
cision of Cancer of 


assistant 


vantages are unprecedented re- 
liability, conservatism, low 
operative mortality, uncompli- 
cated healing, and applicabili- 
ty to many cancers which have 
been resistant to ordinary sur- 
gical and radiation treatment. 


e Osteoporosis of the post 
menopausal, postclimacter- 
and senile type is a 
eralized disease that is univer- 
sal in an aging population, 
write Irvin Stein, assistant pro- 


ic, gen- 


fessor of orthopedic surgery at 
the University of Pennsylvania, 
and Martin L. Beller, instruc- 
tor in orthopedic surgery, Hah- 
nemann Medical School. Diag- 
nosis is on the 
age of the patient, presence of 
certain roentgeno- 
graphic changes, principally af- 
fecting the axial skeleton, and 
specialized 


usually based 


S\ mptoms, 


balance and_ hor- 
monal studies. Management of 
Osteoporosis in the Elderly Pa 
tient includes use of hormones: 
high intake of protein, calci- 
um, phosphorus, and vitamins 
C and D; and an 
algesia: and physical 
and exercise. 


sedation 
use of 
therapy, support, 


e In International 
Trends in Planning for Olde) 
People, R. J. Van Zonneveld, 


discussing 
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Netherlands, states that social 
and cultural patterns will al- 
ways play important roles in 
the problems of old age, espe- 
cially in countries with 
habit-forming traditions. Coun- 
tries with rapidly aging popu- 
lations are devoting more and 
more attention to the problems 
created by the great increase 
in the number of aged per- 
sons. Existing and future know!l- 
edge should be made available 
which will 
face such problems in the neat 
future. 


strong 


to those countries 


e The results of a study of 
the Dietary Management of 
Hy percholesterolemia through 
replacement of solid fats with 
a corn oil margarine in a 
15 patients with an 
age of 74 in a 
valescent) home 
by Louis A. Terman, member 
of the staff of Columbus Hos- 
pital in Chicago. Findings 
showed an average decrease of 
22 per cent in serum 
lesterol levels thirty 
the patients were placed on 


series ol 
average con- 


are reported 


cho- 
days aftei 


the test diet and an average in- 
crease of 22 per cent ten days 
after the patients were re- 
turned to their original diet. 
No significant weight changes 
were noted in any of the pa- 
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provides a source of ready reference on materia 
medica related to various therapies, as advertised in this issue. All products 
advertised are listed but not every application of each product. To get maxi- 


mum benefit read what the manufacturers have to say on the pages indicated. 


For further details on any product write to the advertiser for amplifying 
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MILTOWN® + PETN 


The long-acting nitrate, PETN, helps 
maintain normal myocardial metabolism Supplied: Bottles of 50 





while Miltown relieves fear, anxiety and Each tablet contains: 
: : 200 mg. Miltown + 10 
tension. Asa result, Miltrate controls ¢ g. pentaerythritol 
both physical and emotional causes tetranitrate. 
. Usual dosage: 1 or 2 
of ange attacks. tablets q.id. before 
: _ : . 1 meals and at bedtime. 
Miltrate increases exercise tolerance Dosage should be indi- 
e reduces nitroglycerin dependence hase 
e is notably safe for prolonged use 1. Shapiro, S.: Observations onthe 
use 0! probamate in di 
¢ provides convenient one-tablet dosage aie Mecrtees, Aegioiea: OO, 
2. Friediander; H. S.: The role of 
Eda Sotaetee”” 
. s. — 1. S.: The — 
(i) WALLACE LABORATORIES, New Brunswick, N. J. Heart J. 88:621, Apr 1958. 
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Editorials 


Predictions on longevity 


- rHIS NUMBER OL Geriatrics, we are 
fortunate to have an excellent paper 
by Dr. G. Halsey Hunt, director of the 
Center for Aging Research in the Na- 
tional Institutes of Health. 

Many of our readers will be glad to 
get from Dr. Hunt authentic figures on 
the increasing number of the eged, and 
on the great changes in the mortality 
life— 
changes that have come in the last fifty- 


rates in the several decades of 
eight years. These changes have certainly 
been spectacular. Dr. Hunt gives us the 
predictions that have been made in re- 
gard to improved mortality rates in the 
vears to come. As he points out, the im- 
provement in mortality rates of people 
older than 65 are not so spectacular, and 
they are not likely to so until some cure 
or mode of prevention is found for 


arterial disease and cancer. 


As Dr. Hunt says, we still need much 
information on why living things die. 
It looks as if, in the human body, many 
they 


cells could live indefinitely if were 


not left swanded perhaps by some arterial 


disease with the resultant lack of blood 
and oxygen. 
I remember being much impressed 


years ago when a bit of intestinal muscle 
which I had removed from a young man 
who had just been hanged in the state 
prison kept contracting rhythmically at 
intervals throughout a week. In between 
these intervals, I kept the muscle in an 
ordinary refrigerator. (I imagine it would 
have kept contracting for another week 
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or two if, at the time, I had had some 
strong antibiotic to add to the Locke’s 
solution in which I kept the segment.) 
It was thought provoking to see that bit 
of muscle alive and working away a week 
after the man was dead. And, in his case, 
the only reason that a very healthy body 
full of millions of normal cells had to 
die was because one small segment of his 
spinal cord was crushed. 

Dr. Hans Zinsser, the great bacteri- 
ologist, when he was dying of leukemia, 
said he felt all right—much like a man 
out at sea in a boat that was sinking 


and going to leave him in 


under him g 


the lurch. In his case, the only trouble 
that the white cells in his 
body were growing wild, thus strangling 


was blood 
the cells in many of his tissues. 

It is sad that in the cases of so many 
persons a perfectly normal body must 
die simply because one little artery in 
the heart or the brain plugged up. It is 
like a long train stalled because one 
small part in the engine is broken. 

As Dr. Hunt tells us, we still haven't 
much of an idea why an occasional white 
rat can live for three years, a dog for 
thirty years, and an occasional man for 
one-hundred years. ‘Vhere still is much 
need for the histologic and chemical 
study of aging cells in all animals. 

He also notes that the aging proc- 
ess does not proceed pari passu with age. 
I like an idea recently presented by Dr. 
John Gofman in What We DO Know 


(Continued on page 28A) 
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Editorials 


(Continued from page £6.\) 


About Heart Attacks. He says that a 
man, perhaps with a bad family history 
of early heart attacks, may be born with 
such a marked tendency to a coronary 
thrombosis—as shown by his atherogenic 
index multiplied by 40 (years) —that he 
will drop dead when he is in his early 
10s. Another man, perhaps with a good 
family history for longevity, and at birth 
with only half of the other man’s tenden- 
cy to get a heart attack, will not drop 
until he is 80. 

In other words, in the cases of many 
persons, the amount of atherosclerosis at 
a given age may be represented by a fig- 
ure to be obtained by multiplying an 
inherited atherogenic index (perhaps 


present at birth) by the number of years 
through which this index acts. As Dr. 
Hunt says so wisely, “a person of 80, as 
compared with a child of 10, has been ex- 
posed to 8 times as many years of poten- 
tial environmental insults.” One possi- 
bility is that he may have had more than 
the average amount of insult through 
the years, or he may have started with 
a high atherogenic index or high blood 
cholesterol. When I see a man like an 
old patient of mine, who now in his 80s 
is sull “blowing his top” frequently and 
who almost single-handed is still running 
a large business, my impression is strong 
that he must have begun life with a very 
low atherogenic index, or something of 
that type which he inherited from his 
ancestors. 

WALTER C. ALVAREZ, M.D. 


Unusual manifestations of migraine 


N occasions in my life, I have ex- 
QO perienced the delight of picking 
up an article or book, and, in a few min- 
utes, wanting to shout for joy over hav- 
ing found a man who had evidently seen 
many cases of a type I have often seen, 
and who had written such a perfect de- 
scription of them that I would have been 
proud to have published a paper like his. 

I had such an experience just now as 
I read in the October issue of The Jour- 
nal-Lancet an article on the “Unusual 
Manifestations of Migraine” by Drs. 
John F. Briggs and James Bellomo of 
St. Paul. In practically every paragraph, 
I found a perfect description of one of 
the odd variants of migraine, such as I 
have been seeing in the last twenty-five 
vears, and described in an article in 
October Geriatrics. 

I feel, as I imagine Drs. Briggs and 
Bellomo do, that if only more often we 
physicians were to question carefully 
our patients with strange nervous syn- 
dromes we would find that, at the start 
of each “spell,” the person had pain in 
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or around one eye or twenty minutes of 
fuzzy vision. Because most of us fail to 
draw out such a story when we see pa- 
tients with a neurosis caused by a mild 
or bizarre or atypical migraine, we usu- 
ally fail to make the correct diagnosis. 

Among the many observations of 
Briggs and Bellomo that delight me are 
these: that, after the menopause, a wom- 
an can have a weird type of migraine; 
that quite a few persons suffer from mi- 
graine plus epilepsy; that the migrain- 
ous patient commonly suffers from tho- 
racic and abdominal pain and dizziness 
—with a headache so mild that he does 
not think to mention it; that children 
suffer from episodal crises of vomiting: 
that much migrainous pain is nuchal; 
and that many a migrainous woman has 
occasional pain in her gallbladder re- 
gion—pain that results, sooner or later, 
in someone’s removing her normal gall- 
bladder. 

The doctors’ observation that some 
persons with abdominal pain of mi- 


(Continued on page 304 
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grainous origin show what is wrong with 
them when they take refuge in a dark- 
ened room touches me_ personally, be- 
cause my mother’s migraine took that 
form. She did not complain of headache 
or nausea, but she spent many a day in a 
darkened room, past which we children 
tiptoed quietly because we knew that, 
when she was in one of her spells, the 
slightest noise distressed her. 


The migrainous gene I got’ from 


Mother gave me only scintillating  sco- 
tomas; so far, one of my sons has had 
two scotomas in his life, another son 
has had several scotomas, and one 
eranddaughter has had a few of the 
vomiting spells such as migrainous chil- 
dren can get. The important point I am 
making is that, in four generations of 
people who, I feel sure, are migrainous, 
there have been no headaches and no 
spells of nausea. As Drs. Briggs and 
Bellomo know, migraine in persons past 
50 is particularly likely to be atypical 
and puzzling, and hence misdiagnosed. 

W.C.A. 


Welcome to Dr. Chauncey D. Leake 


W' of the staff are happy to an- 
nounce as consulting editor of 
Geriatrics our old and dear friend Dr. 
Chauncey D. Leake, who has served ably 
as our associate editor in pharmacology 
since the inception of the journal in 
1946. As every well-educated physician 
in America knows, Dr. Leake for years 
has been one of our most distinguished 
teachers of pharmacology. He has a won- 
derful knowledge of the literature of 
medicine, and every month he sends to 
his many friends two pages, listing the 


just appeared. He is an able historian of 
medicine, and an eager bibliophile. When 
he was at the University of California 
he did a splendid job building up their 
medical library. For years he was dean 
of the Medical School at Galveston and 
is now assistant dean of the Medical 
School at Columbus, Ohio. 

As one would expect, Dr. Leake is an 
unusual personality, a genial philoso- 
pher, and an interesting conversational- 
ist, who is loved by his many friends in 
the several fields of science. We welcome 


outstanding articles and books that have him most cordially. W.G.A. 


L keep a list of old people that 1 think ought to be watched, and visit 
many of them at regular fortnightly or monthly intervals. Others I see 
from time to time, very often when fine weather takes me walking in 
their direction. These old people have become accustomed to what I 
call “social calls,” and do not think it incumbent on them to produce a 
symptom that will ensure another visit or justify a bottle of medicine. 
Several of them do have a regular supply of one of the harmless mix- 
tures, not because I think the mixture has any physiological action, 
but because it makes the patient feel better, and therefore has a thera- 
peutic effect. The majority are as easily and effectively helped by ex- 
planation of the cause of their symptoms or signs. 


R. N. THEAKSTON: Domiciliary general practice in prevention and treatment of 
illness. Brit. M. J. No. 5020: 697, 1957. 
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Reviews 


111 books intended for review and all correspond 

ence relating to this department should be sent 
to Book Editor, Grriarrics, 84 South Tenth 
Street, Minneapolis 3, Minnesota. 


Physical Diagnosis 

F. DENNETTE ADAMS, M.D., 1958. Baltimore: 

Williams & Wilkins Company. Fourteenth 

edition. 926 pages. Illustrated. $12. 
Fourteen editions of this textbook attest to 
its value as the favorite guide of many gen- 
erations of students just on the threshold of 
their study of clinical medicine. It has sur- 
vived the test of time. The original author, 
Dr. Richard C. Cabot, the master clinician, 
and enthusiastic teacher of 
medicine in this country 


was a forceful 
the renaissance of 
when he offered his first edition at the turn 
of the century. After 11 successful editions, 
Dr. Cabot invited the present author, a dis- 
tinguished practitioner in his own right, to 
assist in the more complete revision for the 
twelfth edition in 1947. 

Dr. Adams has continued in the spirit of 
the plan of the original author but has 
kept the text abreast with the advances in 
internal found it 


sary, because of the tremendous expansion 


medicine. He has neces- 


in this field, to rewrite and enlarge the text 
to keep the 
\s a guide in revision, he 


in order material up-to-date. 
has had the criti- 
cism of his colleagues at the Massachusetts 
General Hospital. He has included the ad- 
vances in the use of electrocardiography and 
radiology, but the primary emphasis is still 
on the findings on physical examination and 
on their interpretation. The author rightly 
gives a somewhat more comprehensive dis- 
cussion of history-taking than is given in 
most textbooks on physical diagnosis. 

examination 


Physical recording is out- 


lined on a form such as is in use in the 
Massachusetts General Hospital. This form 
is recommended as a guide to the general 
physical examination but should certainly 
not be used as a check list; significant find- 
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ings call for detailed description. In his dis- 
cussion of the body as a whole, the author 
does not describe the normal variations in 
the habitus and somatotypes as to the posi- 
tions of organs. ‘The grossly abnormal facies, 
body forms, and contours are well illus- 
trated along with changes in the skin and 
appendages, which are described in 74 
pages. Abnormalities of the head, eyes, 
tongue, teeth, pharynx, larynx, and the neck 
and voice changes are touched upon in 93 
pages, and 45 pages are devoted to the find- 
ings of significance in the neck, shoulder 
girdles, arms, and chest. 

In a 313-page discussion of diseases of the 
thorax, lungs, and heart, he emphasizes the 
importance of inspection, palpation, percus- 
sion, and auscultation in the eliciting of the 
normal and abnormal signs. Movement, res- 
onance, breath and adventious pulse sounds, 
and blood pressure changes are described. 
Heart and murmurs are covered 
together with the findings of the normal 
electrocardiogram. Signs of cardiac dilation 
and hypertrophy, congestive failure, and in- 


sounds 


adequate cardiac output are described, fol- 
lowed by classifications of major cardiovas- 
cular diseases and outlines of the etiologic 
types of heart disease. There are brief trea- 
tises on congenital, rheumatic, syphilitic, 
coronary atherosclerotic, and chronic cardiac 
valvular lesions, myocardial infarction, hy- 
pertension, acute endocarditis, and cardiac 
mechanism disorders; a chronic 
pericarditis; and a discussion of pulmonary 


section on 


diseases of the pleura and their effects on 
physical signs. 

Physical examination of the abdomen and 
findings in diseases of the stomach, intes- 
tines, liver, and spleen occupy about 113 
pages; equal space is given to physical 
changes caused by diseases of the kidneys, 
urinary tract, adrenal glands, and genitalia. 
The joints and lower extremities are cov- 
ered in about 40 pages and the neurologic 
examination and physical findings in about 
100 pages. 

The extensive 145-page index completes 
this well-proportioned textbook. The print- 
ing is clear, illustrations are excellent on 
good, glossy paper, and the volume is well 
bound. ‘This edition upholds the fine tradi- 
tion of the previous 13 editions and should 
be well received by teachers and by students 
beginning their clinical work. 

GEORGE R. HERRMANN, M.D. 
Galveston, Texas 
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The Cerebrospinal Fluid: Production, 
Circulation and Absorption 
G. E. W. WOLSTENHOLME and CECILIA M. 
O'CONNOR, editors, 1958. Boston: Little, 
Brown & Company. CIBA Foundation 
Symposium. Illustrated. 335 pages. $9. 


This symposium was held in London in 
May 1957 at the invitation of the CIBA 
Foundation. The chairman was Dr. G. A. G. 
Mitchell of the University of Manchester. 
The group was small, and, as to be ex- 
pected, the majority of the scientists and 
clinicians present were from England, al- 
though there were representatives from Ger- 
many, Holland, Sweden, Scotland, and the 
United States. Among the group were anat- 
omists, neurologists, neurosurgeons, pathol- 
ogists, psychiatrists, and pharmacologists. 

The diversity of this group makes the 
book a paradox. The broad coverage by 
specialists in widely separated fields, each 
bound by the training in his own field, pro- 
vides many different points of view. The 
participants, in turn, raise many interesting 
questions, and this makes it a stimulating 
symposium. While the stimulating questions 
are present, the answers are lacking—this is 
the paradox. At the conclusion of the book, 
one lays it down with the feeling that there 
has been an optical illusion—the answers 
seem to be present at first inspection but 
are not there on looking more closely. Dr. 
J. D. Boyd of the University of Cambridge 
summarizes the contents of the symposium; 
while this quotation is somewhat out of 
context, it could be used as a description: 
“...but I suspect that between all of us in 
our different views on it, there lies not the 
answer, but the problem itself.” 

This is not a criticism of the book; it is 
merely a statement of the ignorance about 
the production, circulation, and absorption 
of cerebrospinal fluid. The book _ itself 
brings up to date the limited knowledge in 
this field. There are interesting discussions 
of the anatomy and physiology of the cho- 
roid plexus, the arachnoid granulations, and 
the nerves of the choroid plexus and menin- 
ges. Other chapters cover recent work on 
the formation and absorption of cerebro- 
spinal fluid, including an excellent criticism 
of the limitations and difficulty in evaluat- 
ing data from studies with radioactive iso- 
topes. The question of a barrier between 
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cerebrospinal fluid and the brain is handled 
well, and there is an interesting theory on 
the production of hydrocephalus. The roles 
of vitamins (mainly vitamin A) and experi- 
mental spinal anesthesia are also discussed. 
This is not a book that will appeal to the 
general practitioner. The clinical neurolo- 
gist and neurosurgeon will find it of inter- 
est, if only to make them more aware of 
the many unsolved problems concerning 
cerebrospinal fluid. This book should stimu- 
late research concerning cereborspinal fluid 
if it is read by the neurologist and neuro- 
surgeon—and this reviewer urges that they 
read it. It is well written and edited, the 
paper and printing are excellent, and there 
is an abundance of well-selected and appro- 
priate illustrations. 
NORMAN P. GOLDSTEIN, M.D. 
Rochester, Minnesota 


Dietary Prevention and Treatment of 
Heart Disease 

JOHN W. GOFMAN, M.D., ALEX V. NICHOLS, 

PH.D., and E. VIRGINIA DOBBIN, 1958. New 

York: G. P. Putnam’s Sons. 256 pages. 

Illustrated. $3.95. 

Here is a book written by leaders in the 
study of arterial disease and its relation to 
diet. Dr. Gofman and _ his associates feel 
that the amount of cholesterol and_ lipids 
in the blood has much to do with pro- 
ducing atherosclerosis. Whether these are 
the only factors or even the most important 
factors is still a debatable question. Experts 
are not all agreed as to how the level of 
blood cholesterol is to be reduced. As the 
authors say on page 38, “Indeed this error 
in interpretation has led to dietary advice 
which can be positively dangerous.” 

Today, one finds many physicians telling 
patients to go on a fatless diet. They ought 
to try it and see how soon they would 
quit. Others prescribe a fatless diet with 
the naive idea that this will surely lower 
the content of cholesterol in the blood. 
Some experts tell us that the body can 
make all the cholesterol it wants by itself 
without help from cholesterol in the food 
intake. Today, certain facts are suggestive 
enough so that it may pay a patient with 
atherosclerosis and a high lipid level to go 
on a strict diet. If he does want to diet, 
this book can give him definite and detailed 
information. 


(Continued on page 52A) 
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Many clinicians believe that good nutrition plays a significant role in preventing bacterial 
infections, and that immunity depends on adequate vitamin levels. Tisdall! states 

that “a low intake of a number of vitamins, a low intake of minerals, and a change in 

the quality of protein can all lower resistance to infection.” 


Other studies show the important role of the B vitamins in antibody formation. 

Thus, Nutrition Reviews” reports: “Present evidence indicates that certain B vitamins, notably 
pyridoxine, pantothenic acid and folacin, play a significant role in antibody synthesis.” 
According to Pollack and Halpern,* “Under-nutrition leads to increased susceptibility to infection 
and decreased resistance to established disease.” And “vitamin deficiency states 

also may adversely influence circulating antibodies.” 


Halpern‘ reports that “good nutrition is important for optimal resistance to infection, for a 
superior tissue capability to cope with disease and injury, and for maximum antibody 
production ... nutrition participates in the prophylaxis against most acute infections...” 


And while MacBryde’ feels that evidence is lacking to support the view that a higher than 
normal intake of vitamins will improve resistance to infection, he also states: “Restoration of 
nutrition to normal exerts a favorable influence on practically all disease conditions... 
Often the outcome will depend more upon the correction of the malnutrition than upon any 
therapy directed toward the malady.” 
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On page 137 the authors say, “It has not 
been possible to prove any beneficial effect 
of vegetable oils with respect to heart dis- 
ease.” But of now, thousands of physicians 
are saying to their patients, “Quit taking 
animal fats and live on the nonhydrogen- 
ated vegetable oils.” 

Helpful to many wives of men with coro- 
nary detailed instructions 
in regard to which foods may be eaten and 
many foods 


disease are the 


which and also how 


should be prepared. 


may not 


WALTER C. ALVAREZ, M.D. 


Orthopedics for the General Practitioner 
WILLIAM E. KENNEY, 1957. St. Louis: 
C. V. Mosby Company. Illustrated. 413 
pages. $11.50. 


M.D., 


Chis practical, readable book is useful for 
rapid reference in that it groups various 
diagnoses to sections of the body and to age 
groups. There is a brief summary at the 
end of each section, which is good for review 
purposes and for emphasis of important 
points. 

The descriptions of different conditions 
in the low back which may cause low back 
pain, with or without sciatica, are very accu- 
rate. The discussion of malingering with the 
exaggeration of low back pain is especially 
good and should be read by all who exam- 
ine patients with this complaint for the pur- 
pose of evaluation in medicolegal reports or 
testimony. 

In describing some of the common ortho- 
conditions seen in children, 
treatment are not always given. 
The authors try to guide the practitioner 


pedic sugees- 


tions for 
selection of which can be 
him and 
referred to specialists. 


in the cases 


treated by those which should be 

In the discussion of congenital dislocation 
of the hip, the use of the Frejka splint is 
not mentioned. Bryant’s traction is sug- 
gested for treating fractures of the femur in 
children up to the age of 6. It is generally 
agreed that it is safer not to use this meth- 
od after the age of 4. 

It is stated that reduction with in- 
ternal fixation is performed in the case of a 
fractured tibia if the fracture is compound. 
this is not necessarily so and 


should depend upon the judgment of the 


open 


However, 


surgeon. 
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In the discussion of fractures of the head 
of the radius, it is recommended that a pros- 
thesis be substituted for the head of the 
radius when excision is carried out. Again, 
this is a matter for judgment of the surgeon 
carrying out such a procedure. 

In spite of the above criticisms, this is an 
excellent book and is a valuable reference 
book for medical students and_ specialists 
as well as the general practitioner. 

LEE T. FORD, M.D. 


St. Louis 
A Classified Bibliography of 
Gerontology and Geriatrics: 
Supplement One, 1949-1955 
NATHAN W. SHOCK, PH.D., 1957. Stanford: 


Stanford University Press. 525 pages. $15. 
Containing 15,983 references, almost as 
many as the original bibliography pub- 
lished in 1951 which covered the years from 
1900 to 1948, Dr. Shock’s supplement strik- 
ingly demonstrates the greatly increasing in- 
terest in the problems and processes of ag- 
ing in recent years. The supplement follows 
the same plan of arrangement and format 
as the original work and provides the same 
comprehensive treatment of materials. In 
addition to the subject index, which is pre- 
cisely arranged to make any entry easy to 
locate, there is a list of the abbreviations of 
journals cited and an index of authors. 

Recommended without qualification, Dr. 
Shock’s painstakingly prepared compilation 
is a musi for every medical and _ sociologic 
library and for all students, physicians, and 
workers in the fields of gerontology and 
geriatrics. 

MARY DAVIS 
Minneapolis 


Practical Gynecology 
WALTER J. REICH, M.D., and MITCHELL J. 
NECHTOW, M.D., 1957. Philadelphia: J. B. 
Lippincott Company. Second edition. 648 
pages. Illustrated. $12.50. 
The authors wrote this book principally 
for use by the general practitioner as a 
guide for diagnosis and treatment of office 
gynecologic problems. In this regard, the 
book fulfills its obligations both in span 
and in the practical handling of common 
minor problems. 
As a reference book for the specialist or 
as a textbook for students, however, the 
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a discovery, an idea, or an achievement of scientific 
inquiry. The outward form is incidental, but the 


intrinsic quality is readily recognized.... 
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which may be summed up in the term “drug of choice.” 


antrisin 


ROCHE LABORATORIES 
AS Division of Hoffmann-La Roche Inc + Nutley 10 + N.J. 
ROCHE—Reg. U. S. Pat. Off. GANTRISIN®—brand of sulfisoxazole 








Book Reviews 


(Continued from page 52A) 





book is wholly inadequate. The therapy 
outlined for a number of major gynecologic 
diseases is controversial (such as x-ray treat- 
ment for carcinoma of the vulva). 

The book is attractively printed with ex- 
cellent plates and has many brief case _his- 
tories which make interesting reading. 

Ihe volume is recommended for limited 
use in everyday office practice. 

ERNEST W. LOWE, M.D. 
Minneapolis 


Drugs of Choice 
WALTER MODELL, M.D., editor, 1958. St. 
Louis: C. V. Mosby Company. 931 pages. 


$12.75. 


Some two-score authorities have  collabo- 
rated in assembling almost that many chap- 
ters, giving the harassed reader in capsule 
form advice on the drugs of choice in spe- 
cific conditions and for specific symptoms. 
‘This reviewer does not remember ever en- 
countering a more practical, usable book. 

The authors cut through the thorny 
thicket of the trade names and the numer- 
ous whole classes of the newer drugs: they 
give the reader the why of the symptoms 
and the why of the use of this or that 
type of drug, and then they list their choice 
of medicament. At the end of the chapter, 
they simply list alphabetically the various 
drugs manufactured by the pharmaceutical 
firms. The arrangement is altogether simple, 
clear, and easily available. It is far superior 
to the Physician’s Desk Reference, which is 
published yearly by the drug trade and dis- 
tributed free to the practicing physicians of 
this country. 

\lmost every chapter is extremely good 
reading. This reviewer was especially de- 
lighted with Dr. Sulzberger’s tour de force 
on the dermatologic drugs. In a mere 80 
pages, including all tables, he covers his 
entire specialty! 

One need not accept every statement as 
gospel truth. Thus, in chapter 35, Dr. Ban 
mentions Decholin only as the drug to be 
used for obtaining circulation time. I have 
been using calcium gluconate for over three 
decades, and I have never seen or heard of 
a bad result with this agent. This difference 
of personal opinion in no way detracts from 
the value of the chapter as a whole. 
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Dr. Modell and his collaborators are to 
be congratulated for making available so 
marvelous an aid for the physicians of this 
country. 

ARNOLD LIEBERMAN, M.D. 
Elmhurst, New York 


Family Development 
EVELYN MILLIS DUVALL, PH.D., 1957. Phila- 
delphia: J. B. Lippincott Company. 533 
pages. $7.50. 
This is a splendid book for anyone interested 
in the development of the American family. 
In the last section of the book there is much 
that will interest the gerontologist, for Dr. 
Duvall describes the problems of the family 
that is growing smaller because of the de- 
parture of the children and perhaps the loss 
of a husband. There is a valuable section 
on the aging family and its problems. 
WALTER GC. ALVAREZ, M.D. 


New Books Received 





Books and publications received will be listed 
here periodically. Books of special interest to 
our readers will be reviewed later as space 
permits. 


The Brain and Human Behavior. HARRY C. 
SOLOMON, M.D., STANLEY COBB, M.D., and 
WILDER PENFIELD, M.D., editors, 1958. Balti- 
more: Williams & Wilkins Company. Pro- 
ceedings of the Association for Research in 
Nervous and Mental Diseases. Illustrated. 
564 pages. $15. 


Cerebral Vascular Disease. IRVING S. WRIGHT, 
M.D., and CLARK H. MILLIKAN, M.D., editors, 
1958. New York: Grune & Stratton, Inc. 
Transactions of the second conference held 
under the auspices of the American Heart 
\ssociation, Princeton, New Jersey, January 
16 to 18, 1957. 224 pages. $4. 


Cholesterol. DAVID KRITCHEVSKY, PH.D., 1958. 
New York: John Wiley & Sons, Inc. 291 
pages. $9.75. 


Clinical Enzymology. GUSTAV J. MARTIN, 1958. 
Boston: Little, Brown & Company. Illus- 
trated. 241 pages. $6. 

Clinical Heart Disease. SAMUEL A. LEVINE, 
M.D., 1958. Philadelphia: W. B. Saunders 
Company. Fifth edition. Illustrated. 673 
pages. $9.50. 
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Modern Clinical Psychiatry. ARTHUR P. 
NOYES, M.D., and LAWRENCE C. KOLB, M.D., 
1958. Philadelphia: W. B. Saunders Com- 
pany. Fifth edition. 694 pages. $8. 


A Doctor Speaks His Mind. ROGER 1. LEE, 
M.p., 1958. Boston: Little, Brown & Compa- 
ny. 120 pages. $3. 


Essentials of Gynecology. FE. STEWART TAY- 
LOR, M.D., 1958. Philadelphia: Lea & Febiger. 
Illustrated. 502 pages. $12. 


The Golden Years. THOMAS COLLINS, 1956. 
New York: John Day Company, Inc. 251 
pages. $3.75. 


Handbook of Respiration. PHILIP L. ALTMAN, 
JOHN F. GIBSON, JR., M.D., and CHARLES C. 
WANG, analysis and compilation, 1958. Phila- 
delphia: W. B. Saunders Company. 403 
pages. $7.50. 


Hemorrhagic Disease. ARMAND QUICK, M.D., 
1957. Philadelphia: Lea & Febiger. Ilus- 
trated. 451 pages. $9.50. 
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@ In any discussion of the problems of 
aging, it is useful and sometimes essen- 
tial to distinguish clearly between the 
aging process as such and aging people. 
The aging process may be defined as 
that series of biologic phenomena which 
culminates in the death of the organism, 
even without external injury or specific 
pathology. In terms of this definition, it 
can be said that aging and death are not 
the inherent characteristics of all living 
things but rather the result of speciali- 
zation and the development of complex 
organisms, of which man is the highest 
development. 

Unicellular organisms do not age in 
this and only 
when exposed to an unfavorable en- 
vironment. All of the evidence that we 
have indicates that every unicellular or- 
ganism alive today could be traced back 
through an unbroken line of cells for 
hundreds of millions of 
very beginning of life on earth. By the 
same token, the germ plasm of higher 
animals is potentially immortal. The 


sense presumably die 


years to the 


G. HALSEY HUNT ?s chief, Division of General 
Medicai Sciences, and formerly director, Center 
for Aging Research, National Institutes of 
Health, United States Public Health Service, De 


partment of Health, Education, and Welfare. 


The increase in the percentage of 
people over 65 in the population will 
probably level off within the next 
twenty years or so, but the number 
of old people will continue to in- 
crease indefinitely. The importance 
of providing good medical care for 
older members of the population is 
stressed. 


germ cells within each individual living 
human being can be similarly traced 
back in an unbroken line to the prime- 
val spark that kindled our one-celled 
ancestor in the warm ocean of the 
youthful earth. 

Further evidence of the potential im- 
mortality of cells is that cultures of sev- 
eral kinds of human cells can be estab- 
lished and carried on indefinitely. But 
senescence and death were introduced 
when our ancestors elaborated them- 
selves into the multicellular, complex 
organisms that we designate as_ the 
higher forms of life. Raymond Pearl ex- 
pressed this concept neatly nearly forty 
years ago in his book, The Biology of 


- Death,! which was based upon a series 


of lectures delivered at the Loweli In- 
stitute in Boston in December 1920: 
“Life itself is a continuum. A_ break 
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or discontinuity in its progression has 
never occurred since its first appearance. 
Discontinuity of experience appertains 
not to life, but only to one part of the 
makeup of a portion of one large class 
of living things. This is certain, from 
the facts already presented. Natural 
death is a new thing which has appeared 
in the course of evolution, and its ap- 
pearance is concomitant with and, evi- 
dently in a broad sense, caused by that 
relatively early evolutionary specializa- 
tion which set apart and differentiated 
certain cells of the organism for the ex- 
clusive business of carrying on all func- 
tions of the body other than reproduc- 
tion. We are able to free ourselves, once 
and for all, of the notion that death is a 
necessary attribute or an inevitable con- 
sequence of life. It is nothing of the 
sort. Life can and does all the time go 
on without death. The somatic death of 
higher multicellular organisms is sim- 
ply the price they pay for the privilege 
of enjoying those higher specializations 
of structure and function which have 
been added on as a sideline to the main 
business of living things, which is to 
pass on in unbroken continuity the 
never-dimmed fire of life itself.” 

The realization that our germ plasm 
is immortal, however, is of secondary 
importance to us as individuals and of 
no importance whatsoever once we have 
had our children. In our study of the 
nature of the aging process, we must 
take as our pragmatic starting point the 
observation that all complex forms of 
life suffer senescence and death. The 
twin questions in this study are: Why 
do living things die? and Why do thes 
die when they do? . . 

Much interesting work has been done 
on these questions in recent years, but 
much remains to be done. Research in 
this field should not be looked upon as 
a quest for the fountain of eternal 
youth but rather as exploration into fas- 
cinating questions of fundamental bi- 
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ology—which is not to say, of course, 
that findings resulting from this kind of 
fundamental research might not turn 
out to have practical application. 


Factors in Longevity 


The concept of “normal life span” is a 
fascinating one to play with philosophi- 
cally and to study scientifically. On the 
face of it, each animal species appears 
to have a fairly definite upper limit of 
longevity, beyond which members of 
the species rarely live. For white rats, 
this is about three years; for dogs, it is 
about thirty years; for man, it is about 
one hundred years. At the present time, 
we have completely inadequate informa- 
tion about the hereditary and environ- 
mental factors in longevity and the re- 
lationship between longevity in the ab- 
sence of identifiable disease processes 
and the causes and effects of such proc- 
esses. In this connection, a comment by 
Dublin, Lotka, and Spiegelman? is per- 
tinent: 

“Although the evidence favors the 
common assumption that heredity plays 
a part in modifying longevity, studies 
pointing in this direction may not have 
been freed from the influence of envi- 
ronmental factors. It is impossible, in 
the present state of knowledge, to esti- 
mate the relative share of heredity and 
of environment in the effects observed. . . 
It may be well, as has been suggested, 
to seek advantages in longevity by being 
careful in the choice of one’s grand- 
parents, but the method is not very 
practicable. It is simpler and more effec- 
tive in this search to adapt the environ- 
ment more closely to man, rather than 
to attempt to adapt man more closely 
to his environment.” 


BIOLOGIC FACTORS 


Research in chronic diseases, while re- 
lated to the study of aging, is on a 
somewhat different conceptual basis. It 


used to be thought, for example, that 
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arteriosclerosis was an integral part of 
the aging process. ‘There is now consid- 
erable evidence that it is a pathologic 
process which is not caused by the pas- 
sage of time but which simply happens 
to occur with greater frequency in older 
people. A person of 80, as compared 
with a child of 10, has been exposed to 
8 times as many years of potential en- 
vironmental insults. The accumulation 
of insults from the environment on the 
basis of having lived longer, however, 
can philosophically be distinguished 
from the effect of the passage of time 
per se on the living organism. The sort- 
ing out of these subtle differences is one 
of the major concerns of biologic re- 
search in the field of aging. 

In our present state of knowledge, 
however, it is not important to know 
whether it is arteriosclerosis alone, or 
arteriosclerosis plus some inborn fac- 
tor, that so damages the brain as to con- 
vert an intelligent middle-aged person 
into an old vegetable. We can get on 
with the problem of attacking arterio- 
and not about philo- 
sophical niceties until we have a better 
notion of how to prevent and control 
this kind of blood vessel damage. 


sclerosis worry 


MEDICAL AND SOCIOECONOMIC FACTORS 


Consideration of chronic disease prob- 
lems leads us by gradual transition to 
the consideration of problems of aging 
people. Here we are dealing with an 
entirely different set of circumstances 
and face pressing questions that are 
only indirectly or distantly related to 
the biology of the aging process. Many 
of these questions have a health or med- 
ical component. For example, how much 
medical and hospital and nursing care 
do old people need, and how shall it be 
provided for them? Can we leave the 
medical care of the aged to the vagaries 
of their private resources plus local 
charity, supplemented by municipal and 
county hospitals and nursing homes, or 


will society have to undertake a more 
formally organized program if our 
older people are to receive the best pos- 
sible medical care? And, possibly more 
fundamentally, is there really a 
problem that has to be faced? People 
have been getting old and dying since 
the beginning of time; is there really 
something new in 1958? 


new 


I think that careful analysis will show 
that there are indeed some new factors 
in the situation. ‘he first, and possibly 
the most important, factor is the devel- 
opment of our industrial, urban, inter- 
dependent civilization during the past 
century or so. The second is that ad- 
vances in medicine and allied fields dur- 
ing the same period have eliminated or 
controlled many of the old 
death in infancy, childhood, and early 
adult life, with the result that more peo- 
ple, both proportionately and in = ab- 
solute numbers, are living into middle 


causes ol 


age. 

Among the problems introduced by 
increasing industrialization and urbani- 
zation, one of the more important is that 
employment opportunities for older 
people have been greatly curtailed. The 
rural economy of the nineteenth century 
could keep older people busy as long as 
they were able to work, but, with our 
present emphasis on the organized pro- 
duction of goods, older people tend to 
be squeezed out of productive work, 
with serious economic and_ psychologic 
consequences. A related factor is that a 
number of organizations, wishing to 
protect the living standard of older per- 
sons, have fostered the development of 
retirement plans, under which people 
are encouraged, and sometimes forced, 
to retire from active work at specified 
ages. Modern industrialized and urban- 
ized living, moreover, has tended to 
make three-generation living more diff- 
cult economically and less acceptable 
socially, with the result that we have to 
pay increasing attention to the problems 
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rABLE | 


AVERAGE ESTIMATED YEARS OF LIFE EXPECTANCY 
iN 1900 AND 1955 





1900 1955 
Men 16.3 66.7 
Women 18.5 729 
White persons, both sexes 17.6 70.2 
White men 16.6 67.3 
White women 18.7 73.6 
Nonwhite persons, both sexes — 33.0 63.2 
Nonwhite men $2.5 61.2 
Nonwhite women 33.5 65.9 





of caring for older people who cannot 
live by themselves, even if they have 
sufficient money to pay the rent and the 
grocery bills. 

There is now a good deal of talk 
about the desirability of putting retire- 
ment on a functional basis rather than 
on a chronologic basis. If there is any 
large-scale substitution of flexible re- 
tirement for chronologic retirement, the 
medical profession will have to partici- 
pate deeply in determining which indi- 
viduals are mentally and physically ca- 
pable of continuing work as they grow 
older. 

The second new factor, as mentioned, 
is that advances in medicine and sanita- 
tion now permit many more people to 
live into middle age. ‘The trends in death 
rates since 1900 tell an interesting story. 
The death rates per 1,000 population in 
the death-registration states (standard- 
ized to eliminate the effects of changing 
age composition of the population) 
show a drop from about 18 in 1900 to 
under 8 in 1955. The analysis by age 
groups is particularly illuminating.® 

Among people 65 and over, the death 
rate was 81.0 in 1900 and 61.6 in 1952. 
he next highest rate in 1900 was 49.8 
for children under five years, which 
dropped to 7.5 in 1952. The death rate 
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dropped from 19.7 in 1900 to 12.8 in 
1952 for persons 45 to 64, from 9.2 to 
2.5 for those 25 to 44, from 5.9 to 1.3 
for persons between 15 and 24, and 
from 3.9 to 0.59 for those 5 to 14. The 
most striking figures are found in in- 
fancy and early childhood: for children 
under one year, the death rate was 162.4 
in 1900 and 32.7 in 1952, and, for chil- 
dren from one to four years of age, the 
figures were 19.6 and 1.4, respectively. 

These dramatic changes in mortality 
rates have been reflected in an equally 
dramatic increase in over-all length of 
life in the United States. Table 1 illus- 
trates the changes in estimated average 
length of life in the years between 1900 
and 1955,4 a period during which the 
average length of life for all people 
rose from 47.3 to 69.5 years. 

Incidentally, the figures in table 1 il- 
lustrate another fact which is not only 
of great interest to all of us as individ- 
uals but is of great medical and socio- 
logic importance—that is, the universal 
tendency for women to live longer than 
men. This observation, which is some- 
what shocking to those of us who are 
sometimes referred to as “the fragile 
male,” is not due to the hustle and 
conflict of modern business life; it is 
found in practically every human cul- 
ture and, more important, quite gen- 
erally throughout the animal kingdom. 

But when we turn our attention to 
people who have already reached mid- 
dle age or the later years, the dramatic 
increases in over-all length of life are 
less pertinent than the changes of life 
expectancy at the age of 45 or 65. Table 
2, an abridged version of the table as 
first published,* gives the average re- 
maining lifetime in years at specified 
ages and at different periods between 
1900 and 1955. 

Table 2 shows clearly that, while 
there has been an improvement in life 
expectancy at the age of 65, the increase 
is not as striking as a glib quotation of 


th 


su 
lit 
in 
m 


ti 
m 
pe 
ps 
tk 
sil 
m 


he 
th 
pe 
of 
pe 
se 


00 


OV 


we 


ni 
to 


the over-all length of life figures would 
suggest. Old people are living only a 
little bit longer than they used to; the 
important sociologic fact is that so many 
more people are living to become old. 


Effect of Population Changes 
Among the factors involved in popula- 
tion changes in the United States, im- 
migration has become relatively less im- 
portant in recent years. Except for the 
period during World War I, immigra- 
tion was a large component until 1930; 
since then it has played a comparatively 
minor part.® 

The net effect of all of these changes 
has been a tremendous increase in both 
the number and the percentage of old 
people in our population. The Bureau 
of the Census estimates that the total 
population of the United States on July 
1, 1957, including armed forces over- 
seas, was 171,229,000, of whom 14,749,- 
000, or 8.6 per cent, were 65 years and 
over.® 

The population 65 years and over has 
increased by about 214 million, or, 
roughly, 21 per cent, since 1950. There 
were 14.7 million persons 65 years and 
over in July 1957 as compared with 12.2 
million in 1950 and fewer than 9 mil- 
‘lion in 1940. During the 1950's, this 
group has been increasing by about 
350,000 each year.‘ 

Predictions of what will happen in 
the future must of course be approached 
with caution. The Bureau of the Census 
has developed four series of projections 
of the population for 1960 and 1970. 
Their minimum estimate for 1970 is a 
total population of 195,438,000, — of 
whom 18,879,000, or 9.66 per cent, 
would be 65 years or over. Their maxi- 
mum estimate for 1970 is 208,346,000, 
of whom 19,513,000, or 9.37 per cent, 
would be 65 or over.§ 

These figures suggest that while the 
number of people over 65 will continue 
to increase indefinitely, the percentage 


TABLE 2 


AVERAGE REMAINING YEARS OF LIFETIME AT 
DIFFERENT AGES AND PERIODS 





Color, sex, 





and age 1955 1929-1931 1900-1902 
White men 

0 67.3 59.12 48.23 
20 50.1 46.02 42.19 
45 27.3 25.28 24.21 
65 12.9 11.77 11.51 

White women 

0 73.6 62.67 51.08 
20 55.8 48.52 13.77 
45 a24 27.39 25.51 
65 15.5 12.81 12.23 

Nonwhite men 

0 61.2 47.55 32.54 
20 15.5 35.95 35.11 
15 24.8 20.59 20.09 
65 13.2 10.87 10.38 

Nonwhite women 

0 65.9 49.51 35.04 
20 49.6 37.22 36.89 
45 27.9 21.39 21.36 
65 15.5 12.24 11.38 





of old people in the population should 
reach a peak sometime around 1970 or 
1980 and then drop somewhat as the 
persons born in the low-birth rate era 
of the 20’s and 30’s begin to reach 65. 

Frank G. Dickinson, director of the 
Bureau of Medical Economic Research 
of the American Medical Association, 
comes to a somewhat analogous conclu- 
sion in his article, “The ‘Younging’ of 
Electorates.”? 

‘These comments are not intended to 
convey a spirit of lighthearted optimism 
that the problems of the aged will go 
away and stop bothering us if we simply 
close our eyes tightly. While it is im- 
portant to realize that we run no risk of 
suddenly becoming a nation made up 
entirely of old people, we cannot dis- 
miss the problem lightly. The problem 
is big, and it is going to continue to get 
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bigger in absolute terms, as long as our 
population continues to grow. 


Objectives in Future Medical Practice 


What are the implications of all of this 
for the practice of medicine? Some who 
are now medical students will still be 
active in the practice of medicine at the 
beginning of the twenty-first century; 
what will the changing age composition 
of the population do to the practice of 
medicine during the next forty-two years? 

The basic datum is that, while you 
will live to see the percentage of older 
people in the population reach a peak 
and begin to decline somewhat, the ab- 
solute numbers of old people will con- 
tinue upward and ever upward. Since 
older people require medical and insti- 
tutional care out of proportion to their 
numbers, there will be increasing strain 
upon the traditional methods of provid- 
ing medical and hospital care for old 
people. Whether the Federal Govern- 
ment is to get into the picture or not 
depends upon a future balance of forces 
that cannot be accurately predicted at 
this time; but it does seem almost cer- 
tain that the increasing numbers of 
older people will force us to attack the 
problem on a more organized basis than 
we have done in the past. 

Here, too, there are many unan- 
swered questions. How can we best uti- 
lize the limited resources that are avail- 
able to take care of the older age groups 
medically and institutionally? How can 
people be psychologically prepared for 
growing old? What are the best  rela- 
tionships between older persons and 
their families, and how can these rela- 
tionships be encouraged and developed? 
When older persons need assistance in 
the tasks of daily living or actual medi- 
cal care, how can such assistance and 
care most effectively and most efficiently 
he provided for them? Is there a single 
“Dest way” to answer all these questions, 
or must we develop a whole series of 
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answers to meet varying situations? 

In the practice of medicine itself, we 
are already faced with the problem of 
having the great bulk of fatal illnesses 
occur in mature individuals. In 1955, 
56.5 per cent of the deaths occurred in 
people over 65, and another 25.8 per 
cent occurred in people 45 to 64.1° In 
other words, 82.3 per cent of all deaths 
in 1955 occurred in people who were 45 
or over. In 1920, only 50.0 per cent of 
deaths occurred in this same age group. 
If we equate death rate with serious ill- 
ness, which we can probably do with 
only minor reservations, four-fifths of 
all serious illnesses now occur in this 
age group. Already, therefore, all physi- 
cians except obstetricians and pedia- 
tricians have to pay more and more at- 
tention to people 45 and over. 

This discussion has entirely left out 
of consideration the possibility of a ma- 
jor breakthrough in the prevention or 
control of cardiovascular-renal diseases 
and malignant neoplasms, which are 
now the leading causes of death for peo- 
ple over 65.1! Our experience with pneu- 
monia in the last fifty years gives some 
intimation of what the effect of any ma- 
jor advance in the control of these dis- 
eases would do. The following is a quo- 
tation from Shock’s book, Trends in 
Gerontology:'* 

“From death rates (for pneumonia 
and influenza) of 700-1000 per 100,000 
population in 1900-1915, the introduc- 
tion of serum treatment in 1930) was 
followed by a drop in deaths to around 
500) per 100,000) population. In 1939- 
10, the introduction of the sulfa drugs 
produced a further drop, and with the 
use of penicillin, beginning about 1947- 
18, the death rate among this older age 
group has fallen to slightly over 100 
deaths per 100,000 population in 1955. 
The probable effects of eliminating the 
primary causes of death among the 
aged (diseases of the heart, blood ves- 
sels, and kidneys, and cancer) have 








ol 


been calculated as adding approximate- 
ly 10 years to life expectancy. ‘hus, at 
age 70, current life expectancy ol ap- 
proximately 10 years would be in- 
creased to 20 years. Although it is im- 
probable that these causes of death will 
ever be entirely eliminated, future re- 
search will no doubt result in substan- 
tial reductions over present death rates.” 

One question that is bound to require 
consideration the number 
older people increases is whether or not 
there should be a separate specialty of 
geriatrics. At present this is a rather 
loosely used descriptive term usually re- 
ferring to a sphere of interest rather 
than to a definitive specialty. Cogent ar- 
guments can be advanced on both sides 
of the question as to whether or not it 


more as ol 


should become a recognized discipline. 
The principal arguments in favor of 
such a development, possibly, are the 
sheer numbers of older people in the 
population and the fact that physicians 
and others have to be specially trained 
to give old people the proper attention. 
The principal arguments against it are 
that most of the diseases and infirmities 
of age have their beginnings in middle 
life or even earlier (which leads some 
observers to conclude that the best 
iatrics”’ 


“ger- 
is practiced upon young and 
middle-aged adults); that it would cut 
across all established specialties except 
obstetrics and pediatrics; and that a 
“good doctor” for patients of 40 can be 
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an equally “good doctor” for patients 
of 80 if he has the right attitude—which 
means giving them real attention and 
good medical care rather than just “tea 
and sympathy.” 

As we look to the future, then, the 
medical profession will have to work 
with other scientific and disci- 
plines in attacking the multiplex prob- 
lems that will be caused by the increas- 
ing number of older people in our pop- 
ulation. In this light, I should like to 
quote a paragraph from a paper by Dr. 
Howard E. Jensen, chairman emeritus 
of the Department of Sociology at Duke 
University: 


social 


“For humanistically inclined research- 
ers, the biological objective of gerontol- 
ogy is to make old age attainable; the 
sociological objective is to make it satis- 
fying. Medical progress has increased 
the proportion of the aged, technologi- 
cal progress has reduced the proportion 
of meaningful roles available to them, 
while the cultural lag in the social sci- 
ences leaves yet inadequately 
equipped to deal with resultant prob- 
lems of personal and social adjustment.” 

These are the comments of a sociolo- 
gist. I suggest that we as physicians also 
have a responsibility to make old age 
both attainable and satisfying. 
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Bundle branch block in patients 


over 50 years of age 


A clinical and electrocardiographic study 


of 79 unselected patients 


S. MARX WHITE, M.D., OLGA S. HANSEN, M.D., 
and FRED A. RICE, M.D. 


MINNEAPOLIS 


Impairment and interruption of the im- 
pulse causing contraction of the cardiac 
ventricles has been under study from 
the early days of electrocardiography. 
There exists an extensive literature con- 
cerned with the various degrees of block 
of the conduction impulses to the right 
and the left ventricles. 


Review of Significant Literature 
The early experimental studies on dog 
hearts by Eppinger and Rothberger! 
and Lewis? furnished patterns of block- 
ing of the impulses to the right and left 
ventricles which have not proved valid 
for man. Hence most, if not all, of the 
studies of left and right bundle branch 
block in man which followed these pat- 
terns up to about 1932 cannot be used 
effectively for comparison. 

\bout 1932 the electrocardiographic 
patterns for man became established, 
notably by the work of Barker et al,* 
Wilson et al,4 and Kountz.® 


Ill three authors practice internal medicine at 
the Nicollet Clinic and serve on the staff of 
Doctors Memorial Hospital, Minneapolis. s. 
MARX WHITE is emeritus professor of medicine, 
University of Minnesota Medical School; OLGA 
HANSEN is consultant at Glen Lake Sanatorium 
and Mt. Sinai Hospital; and FRED A. RICE is 
clinical assistant professor of medicine, Uni- 
versity of Minnesota Medical School. 
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Prolongation of the QRS complex in 
the electrocardiogram has been called 
bundle branch block (BBB). In a pa- 
tient less than 40 years of age, with 
no other evidence of heart disease, 
the bundle branch block may be con- 
sidered as benign and the prognosis 
good. In a few patients over 50, the 
same circumstances prevail. Among 
74 of 79 patients in the group re- 
ported, other cardiovascular dis- 
orders, commonly artertosclerotic, 
were apparent, 


To the Einthoven standard leads I, II, 
11, the unipolar precordial chest leads 
Vi, 2 3, 4, s, 6, and the augmented ex- 
tremity leads aVR, aVL, and aVF have 
been added. These leads are the ones 
used in this study, except for a few ear- 
lier 3-lead records corroborated later by 
additional tracings. No attempt has been 
made to use more positions for the elec- 
trodes nor has vector electrocardiogra- 
phy been employed. 

For the most part, the current litera- 
ture assumes that in man the conduction 
of impulses from auricles to ventricles 
is through well differentiated muscle 
tissue, from the node of Tawara to the 
bundle of His, and out through right 
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left branches in the base of the 
interventricular septum to the Purkinje 
network beneath the endocardium of the 
respective ventricles. Thence the im- 
pulse spreads more slowly through the 
contractile muscle masses of the right 
and left ventricles. 


and 


This study, using the conventional 12 
unipolar leads of the electrocardiogram, 
makes no contribution to the question of 
whether or not auriculoventricular con- 
duction in man is through a system of 
well-differentiated muscle fibers such as 
has been well demonstrated in ungu- 
lates—the His-Tawara node and bundle 
with branching to the right and left ven- 
tricles. Glomset and the 
most recent histopathologic studies of 
human hearts in which bundle branch 
block had been demonstrated, failed to 
find such a differentiation in the con- 
ducting tissues in man.*!° Their studies, 
demonstrating an abundance of nerve 
cells and fibers, tend to support the neu- 
rogenic rather than the myogenic theory 
of auriculoventricular conduction. Much 
more work is needed to resolve the ques- 
tion thus raised. 


associates, in 


There is little detailed histologic 
study of the conducting tissue in man as 
related to bundle branch block other 
than that of Glomset, as cited above. In 
an earlier study, Yater reporting nec- 
ropsy findings of 16 cases states that 
bundle branch block is usually due to 
impairment of the nutrition of the endo- 
cardium and bundle branch, resulting 
from the coronary arteries, 
either rheumatic or degenerative, or to 
hypertension resulting in strain of the 
left ventricle.'' He states that right bun- 
dle branch block is probably usually the 
consequence of rheumatic arteritis or 
rheumatic myocarditis and that left bun- 
dle branch block is probably usually 
due to coronary arteriosclerosis or ar- 
terial hypertension or both associated 
with degenerative cardiovascular renal 
disease. 


disease of 


Mahaim, studying the septum in 18 
cases, noted that A-V block in particular 
is often caused by lesions of the two 
branches without the common bundle or 
the node of ‘Tawara being affected.!2 He 
published in 1931 and adhered to the 
old levogram-dextrogram nomenclature 
but, when translated into the new terms, 
his two great rules will read that lesions 
of the left ventricle and, by clinical ex- 
tension, left bundle branch block are the 
signature of coronary disease, and le- 
sions of the common trunk and those of 
the reght branch are often also vascular 
in nature but, with significant frequen- 
cy, accompany extensive valvular le- 
sions of the left heart. Thus, when trans- 
posed, his contribution fits in well with 
modern attitudes. 

Sanabria reports 4 cases of bundle 
branch block with careful histologic 
study of the two branches.'* He found 
no fibrosis, degenerative process, or in- 
flammatory infiltration in these branches. 

Vectorelectrocardiography introduces 
a method of study often more accurate 
in localization by means of which First!4 
and Grant! secured graphs of “peri- 
infarction block” indicating that, in 
some cases, the QRS prolongation is due 
to a lengthened path of conduction 
around an area of infarction. The stand- 
ard electrocardiogram shows the length- 
ening of the path but not its circuitous 
course. Vectorelectrocardiography is not 
included in the present study because 
its use is not yet general in clinical prac- 
tice. 

By physical examination, certain 
signs, not commonly present, may sug- 
gest bundle branch block (BBB). They 
are: 

e@ A faint or dull first tone at the apex 
when other causes, such as feeble con- 
tractions of the heart or emphysema- 


‘tous lung or a thick chest wall that im- 


pairs conduction of sound to the sur- 
face, are not found. 


@ A split or reduplicated second sound 


GERIATRICS, January 1959 9 








over the aortic and pulmonic areas not 
accounted for by mitral stenosis or other 
disturbance. ‘This splitting may occa- 
sionally be called a gallop rhythm. 
Leatham,'® comparing phonocardiac 
records with auscultation, reports that 
with right BBB the second sound in the 
pulmonic area may be split and the split 
may become more marked and obvious 
with inspiration, but will disappear dur 
ing inspiration with left BBB. 

@ When cardiac hypertrophy and dila- 
tation are associated, a strong apical 
heave or thrust may be seen or felt in 
an interspace. If the thrust is seen or 
felt to be wavy or even reduplicated, 
BBB may be suspected along with the 
lesions causing the dilation. 

In some cases, validity of the term 
“bundle branch block” is so uncertain 
that two other terms—delayed  intra- 
ventricular conduction and intraventric- 
ular block—are often used. The latter 
term expresses the concept that the in- 
terference may not transect the entire 
conduction path and may lie in some of 
the secondary branches. However, since 
the fourth (1952) edition of Standard 
Nomenclature accepts “BBB,” that des- 
ignation will be used here to cover all 
the variants. BBB is a purely electro- 
cardiographic diagnosis. The electrical 
forces generated are signaled by a_pro- 
longation of the QRS complex caused 
either by a longer path or slower con- 
duction. Patterns are recognized as in- 
dicating direction of the path to right o1 
left ventricle respectively, or to both. 

If the QRS interval is 0.12 second on 
more, the block is called complete; i 
between .10 and .12 second, the block is 
designated incomplete or partial. If the 
intervals change, the block is called tran- 
sitory or temporary. When there is no 
other subjective or objective evidence of 
heart disease, the block is considered 
benign.'? To some cases without any 
lesion whatever the term functional block 
has been applied.'s 
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Goldman reports three cases of right 
BBB in individuals in whom no organic 
disease is found and states that the dis 
turbance should be termed functional o1 
benign in contradistinction to organic.! 
Others cite similar cases.29-22 

The causes of BBB are given by 
Luisada?* as inflammation, ischemia, or 
fibrosis of the conducting bundles.?* In- 
flammation may be in the form of diph- 
theritic, rheumatic, or other myocarditis. 
Ischemia is usually due to coronary 
heart disease but may be the result of 
long-lasting hypertrophy of one ventri- 
cle as with hypertensive heart disease, 
cor pulmonale, or congenital or rheu- 
matic heart disease. Fibrosis may be the 
result of myocarditis, myocardial hem- 
orrhage, or coronary arteriosclerosis. 
Rare conditions such as trauma, tumor, 
syphilitic gumma, or bacterial myocar- 
ditis may also cause BBB. Extremely 
rare may be the congenital absence ol 
the conducting path to one ventricle or 
the other. 

In discussing widening of the QRS 
complex, Wood states that the accepted 
maximum normal limit of 0.10 second 
is generous and includes many instances 
of abnormal widening due to increased 
thickness of ventricular walls.24 With 
extremely hypertrophied hearts, it is 
theoretically possible for the QRS to 
measure as much as 0.12 second in du- 
ration, but in fact it rarely exceeds 0.10. 
It is found also that widening due to 
ventricular hypertrophy is usually asso- 
ciated with high voltage, whereas, with 
true BBB, the QRS is commonly 
notched, splintered, or heavily slurred. 
Based on the study of BBB at all ages, 
the causative factors for left BBB are 
stated in general to be arteriosclerotic 
and hypertensive heart disease, ischemic 
heart disease, or aortic valve disease. 
Syphilitic gumma is a rare cause. Re- 
sponsible for right BBB are: congenital 
defect of the septum; conditions causing 
right heart hypertrophy, particularly mi- 
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tral stenosis; and massive pulmonary em- 
bolism. 

Wood lists the diseases chiefly affect- 
ing conduction to the left ventricle as 
hypertensive heart disease, aortic steno- 
sis, syphilitic aortic incompetence, _ is- 
chemic heart disease in nonrheumatic 
myocarditis, cardiac fibrosis, and gener- 
alized cardiopathy of almost any type.*+ 
Occasionally left BBB is found with 
hearts otherwise normal clinically, al- 
though this occurs far less frequently 
than in right BBB. Right BBB may occur 
with any of the diseases that produce 
ereat dilation of the right ventricle, 
particularly atrial septal defects; Eb- 
stein’s disease; ischemic heart disease; 
and any of the cardiopathies, such as 
isolated myocarditis; and, by no means 
rarely, with otherwise normal hearts. 

Rosenbaum and Alvarez reported 130 
cases of the chronic form of Chaga’s 
disease in which the electrocardiogram 
showed right BBB in 63 and left BBB 
in 3.2 ‘They also found occasionally 
partial and complete A-V_ block and 
other electrocardiographic —abnormali- 
ties. Chronic myocarditis is actually 
noted in 85 per cent of the cases of this 
infection with Schizotrypanum cruzi. 
Negro and Gentile studied 104 children 
with proved viral hepatitis and found 
abnormal tracings in 49, right BBB in 
15, and alterations in S-T segments and 
T waves in 54.°6 The electrocardiograms 
returned to normal in 31 of the 49 pa- 
tients. It is believed that with hepatitis 
the virus may produce pancarditis. 

Widening of the QRS complex is also 
seen with the hyperkalemia of uremia 
and the toxic effects of digitalis, quin- 
idine, and procaine amide. 

In one of the first papers after the 
establishment of left BBB as the com- 
mon type Bayley reported left BBB in 
103 cases and right BBB in 70.27 Both 
were considerably more common with 
arteriosclerotic heart disease than any 
other etiologic disorder. They often 


found little or no evidence of cardio- 
vascular disease by physical examina- 
tion. In patients with rheumatic heart 
disease and mitral stenosis the conduc- 
tion defect was almost always on the right. 

Gober and Sloan report 113 cases in 
the five years 1938 to 1942 inclusive, 
of which 77 were left and 41 right, a 
ratio of approximately 2 to 1.28 The 
mean age at time of diagnosis was 59 
years for left and 63 for right. BBB was 
found twice as frequently in males as in 
females, this ratio being the same as 
that with arteriosclerotic heart disease, 
the most common cause of conduction 
defects of all kinds. In 13 of the 113 pa- 
tients, there was no demonstrable heart 
disease. 

Johnson et al*® and Shreenivas et al*° 
report 555 cases of left and 281 of right 
BBB, giving a ratio again of nearly 2 
to 1. In the group of left BBB, 96 per 
cent were over 40 years of age and 60 
per cent were male, 40 per cent female. 
The highest incidence, 35 per cent, was 
in the seventh decade. For the right BBB 
group of 281 cases, the ratio of males 
to females was 3 to 1. Seventy-two, or 13 
per cent, were known to survive longer 
than five years. They state that the prog- 
nosis for right BBB is variable and de- 
pends on the prognosis of other cardi- 
ac abnormalities, particularly angina 
pectoris and ventricular enlargement. 

In the examination of 7,400 industrial 
workers, 18 to 75 years of age, Durham 
and McGee found 20 with right BBB 
and 14 with left.°° Of the 20 with right 
BBB, 18 were asymptomatic and_ re- 
quired no change in the employment 
status; heart disease could be correlated 
in 2 of these. Associated heart disease 
was apparent in 10 of 14 with left BBB. 

Brady et al found 33 instances of right 
BBB and none of left BBB in 3,360 


‘young hospitalized male patients, age 17 
; § g 


to 24.31 In 17, the block was complete 
with a QRS of .12 second or more, and, 
of these, 6 had no cardiovascular dis- 
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ease, but 11 had hypertrophy of the 
right ventricle or intrinsic heart disease. 
In 16, the block was incomplete with the 
QRS interval .10 second or more, and 
less than .12 second. Of these, 3 had 
hypertrophy of the right ventricle and 
intrinsic cardiovascular disease. As a re- 
sult of this study, they state that the elec- 
trocardiographic signs of right BBB or 
hypertrophy of the right ventricle or 
both in a young patient cannot be ac- 
cepted as prima facie evidence of cardio- 
vascular or cardiopulmonary disease. 
Graybiel and co-workers found among 
1,000 healthy young aviators 27, or 2.7 
per cent, in whom the QRS measured 
.11 second and 8 with .12 second or 
more.* They conclude that a QRS as 
long as .13 second may be observed in 
this group with no accompanying heart 
disease and that a QRS duration of .11 
second is found with sufficient frequency 
to suggest that it is probably not sig- 
nificant. They note an instance in which 
the QRS increased temporarily as the 
result of a fright stimulus (pistol shot) 
and returned to normal in two days. 
Vasifdar and Levine, in a series of 
152 cases of BBB (left and right) cover- 
ing thirty years of office practice, found 
31 instances in there 
other subjective or objective evidences 
of heart Observed for from 
five to twenty-nine years, the patients re- 
mained well. They call this group be- 
nign. Of 62 patients who died from cor- 
onary artery disease and also had BBB, 
BBB lived three on 
more years longer than those with left 
BBB after the onset of either cardiac 
symptoms or BBB. Many with coronary 
artery disease and BBB carried on satis- 
factorily ten to twenty-five years. 
Wood, Jeffers, and Wolferth®* report 
64 patients with right BBB conduction 
defect of whom three-fourths or 48 were 
50 years or older. They state that right 
BBB in an otherwise normal individual 


which were no 


disease.!* 


those with right 


does not change the life expectancy.** 
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Bergquist and Hallen report two men, 
46 and 43 years of age, with symptoms 
of cardioneuroses in whom BBB could 
be readily induced or abolished by ma- 
neuvers which respectively accelerate or 
decelerate the heart.*4 Sodi Pollares and 
co-workers describe a patient with vari- 
ous forms of incomplete block when 
swallowing.*® 

Grant and Dodge*®'5 conducted 
the first controlled electrocardiographic 
and vectorcardiographic study of QRS 
deformity in man, and discovered cases 
in which normal QRS complexes were 
observed before and after the appear- 
ance of QRS deformities. Only 128 
cases of left and 80 cases of right BBB 
with QRS intervals of .12 second or 
more included in the reports. 
Grant and Dodge state that, in the left 
bundle one-third of the cases 
were shown not to be due to left BBB, 
one-half of the cases of this type being 
related to peri-infarction block. Left 
ventricular strain, hypertrophy, and 
peri-infarction prolongation were the 
principal causes of the QRS_ pattern 
commonly called left BBB. The classical 
explanation of left BBB is only partially 
accurate for man. There are other 
causes of QRS prolongation of the left- 
ward type. Myocardial infarction pro- 
duces a QRS prolongation resembling 
left BBB recognizable as infarction de- 
spite the prolongation. Peri-infarction 
block is a common cause of QRS delay 
of the right BBB type and this is espe- 
cially true with diaphragmatic location 
of the infarction. Some are cases of an- 
terolateral infarction with QRS prolon- 
gation and others appear to be simple 
right BBB associated with left ventricu- 
lar hypertrophy. These workers. state, 
“Thus coronary artery disease is the most 
common cause of acquired right and left 
ventricular conduction defects.” 


were 


group, 


Braunwald and Morrow catheterized 
both ventricles simultaneously and 
found that, in the 5 patients with elec- 





ae 


trocardiographic configurations of com- 
plete left BBB, there was no significant 
delay in the onset of left ventricular 
contraction.*? In 4 of the 10 with the 
pattern of right BBB, there was delay 
of 0.04 second in the onset of right ven- 
tricular contraction, while in the other 6 
there was no abnormal delay. They state 
that the absence of abnormal synchron- 
ism in patients with the electrocardio- 
graphic picture of complete BBB is not 
compatible with the concept that BBB 
implies complete interruption of con- 
duction in one of the main branches. 

Rotstein and associates studied a 
group of 30,000 candidates for life in- 
surance with electrocardiographic rec- 
ords accumulated over a period of twen- 
ty years up to 1951, and found 193 cases 
with BBB, the ratio being about 5 right 
to 2 left.88 Block was commanly asso- 
ciated with little or no demonstrable 
cardiac impairment. A stated conclusion 
was that BBB does not imply high mor- 
tality when other major cardiac ab- 
normalities are not demonstrable. 

The problems posed by QRS complex 
prolongation in the electrocardiogram 
have been subjected to extensive study 
in the life insurance field. Expressive of 
an attitude frequently found when re- 
ferring to individuals who have no 
other demonstrable cardiovascular dis- 
ease by history, physical examination, 
or laboratory study is that of Robin- 
son®® and of Anderson.*® For the past 
several years, such individuals have 
been accepted with moderately in- 
creased premiums which anticipate 
slight increase in mortality over the ex- 
pected. Disposition is more favorable 
when block is discovered under age 40 
and has been known for a number of 
years. If serial tracings disclose the 


block to be of recent onset or of a pat- 


tern varying between normal and aber- 
rant conduction, the case is declined or 
an extra premium, in anticipation of 
increase in mortality, is required. 


Material of Present Study 
‘The material presented here is derived 
[rom two separate but in part connected 
sources—that is, a private clinic and a 
120-bed private general hospital with a 
staff of clinic members and other gen- 
eral practitioners and specialists. 

Seventy-nine cases are included with 
only two under 50 when the electro- 
cardiographic abnormalities were dis- 
covered. The series is divided into 5 
groups as follows: (1) left BBB with 
cardiovascular disease, living—35 cases, 
13 male, 22 female; (2) left BBB, de- 
ceased—15_ cases, 9 male, 6 female; 
(3) right BBB with cardiovascular dis- 
ease, living—15 cases, 7 male, 8 female: 
(4) right BBB, deceased—10 cases, 6 
male, 4 female; and (5) BBB with no 
cardiac symptoms—left 1 case, female, 
and right 4 cases, 2 male, 2 female. The 
total of 37 men to 42 women is made 
up most significantly by the great pre- 
dominance of women in the group left 
BBB, living, in which women constitute 
63 per cent. In 64 per cent of the total 
number, the left bundle was affected. 


I. LEFT BBB WITH CARDIOVASCULAR 
DISEASE, SURVIVING 


Of the 34 living cases with left BBB, 
18 or 50 per cent survived more than 
five years. Of these, 6, or 17 per cent, 
have survived ten years or more. 


Case 10. A.K., female, age 67, has a sur- 
vival time of twelve years. In 1943, PR was 
.16; QRS, .08; heart size normal. In 1945, 
she suffered coronary occlusion with myo- 
cardial infarction and left BBB; PR = was 
.16, QRS .14. On September 15, 1955, PR 
was .17, QRS .14. Within the past year, PR 
has increased to .20, QRS .14, pattern un- 
changed. 


Case 25. A.E.K., male, age 80, has a sur- 
vival time of thirty years since partial BBB 
with PR .18, QRS .10. In 1927, PR was 
18 and QRS .10. On November 27, 1944, 
PR was .18 and QRS .12. On May 17, 1948, 
PR was .18, QRS was .16, and there 
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FIG. I. Case 29, left bundle 


was very moderate general enlargement of 
heart. The patient survived a severe auto- 
mobile accident with concussion of brain 
and fracture of both legs. He was hospital- 
ized for nine months but is now active with 
only slight residua from concussion. PR is 
18, QRS .16. 


Case 26. W.K., female, age 73, with a sur- 
vival time of fourteen years, four months, 
suffers from extreme scoliosis, moderate ky- 
phosis, and moderate chronic cardiac de- 
compensation. In 1943, PR was .12, QRS 
.10, and there was great general enlarge- 
ment of heart. In 1948, pulse rate was 110, 
with PR .12 and QRS .10 to .12 in same 
tracing. QRS has been .12 since 1948. 


Case 29, J.A.McH., female, age 50, has a 
survival time of sixteen years, three 
months. On September 18, 1941, heart size 
was normal, PR was .16, and QRS .13; read- 
ings were unchanged in 1942. On February 
26, 1943, PR was .16, QRS .06, with an 
occasional complex with QRS .10 after a 
pause shorter than usual (figure I). On 
October 22, 1957, PR was .16, QRS .12. The 
patient continues to have severe functional 
nervous “spells” manifested since she was 
aged 17. 

Case 32. G.W.C.R., female, age 82, has a 
survival time of seventeen years. On Octo- 
ber 4, 1940, examination showed normal 
sized heart, PR .16, QRS .12. Faint systolic 
murmur at aortic area heard in carotids 
was recorded in 1951 and in 1956, with 
slight enlargement to left, but no evidence 
of cardiac deficit. In 1957, there was retinal 
degeneration with hemorrhages but no 
change in PR or QRS. 
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Ipril 1, 1942. The PR interval is .16, the QRS 


12 second. 


February 26, 1943. PR is 16 and QRS 06 sce 
ond, except complex 3 in which the QRS is 10 
second, illustrating impaired conductivity after 
a short pause. 


l 
x 


lugust 14, 1956. PR is .16 and QRS .12 second. 
This time interval maintained since 1946. 


branch block, lead II. 


Case 33. S.K., female, age 64, with a sur- 
vival time of ten years, four months, has a 
normal size heart, is symptom-free, over- 
weight, with blood pressure 180/100. On 
\ugust 12, 1947, PR was .14 and QRS .12. 
Repeated electrocardiograms show no change. 


Of the six cases, only case 10 has had 
any evidence of myocardial infarction. 
The heart is of normal size in three, and 
enlargement is very slight or moderate 
in two. Only in case 26 is cardiac en- 
largement marked, with chronic de- 
compensation, and this is a case with 
extreme kyphoscoliosis. In cases 25 and 
26, QRS .10 was found at first examina- 
tion, later increasing to .12. In case 29, 
with QRS .13 after a period of a year or 
more, it was recorded at .06 with an 
occasional complex at .10 (see figure I). 
QRS is .12; heart size remains normal. 

In 21 of the 35 living patients with 
left BBB, no variation in duration of PR 
or QRS is demonstrated. In the remain- 
ing 14 cases, variation in the time inter- 
val of either PR or QRS is shown. In 
cases 4, C.F.S., male; 10, A.K., female; 
and 21, M.F.S., female, QRS time in- 
tervals less than .10 are shown before 
any sign of block occurs. 

In 4 cases, shortening of the QRS in- 
terval occurs alter complete left BBB 
has been found as follows: 

Case 4. C.F.S., male, age 75 years, 5 


months, at ten and four years before dis- 
covery of BBB had PR .16, QRS .06. At 
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August 2, 1956, lead III. Tracing shows atrial 
fibrillation. QRS varies from 08 to .12 second 
and varies in contour. Complex 4 at x may be an 
extra systole. 


July 3, 1956, lead aVL. QRS varies from 09 to 
12 second and varies markedly in contour. 


FIG. 1. Case 13, left bundle branch block. 


discovery of 
later, PR was .16 and QRS .12, 
ventricular strain.” 


BBB and again three years 
with “left 
One year later, at age 
79, pattern of QRS varies in the same lead 
from .09 to .12. 


Case 6. J.F.T., female, age 52 years, 9 
months, has suffered advanced myocardial 
damage and cardiac enlargement. Four 
years ago, PR was .24 and QRS .14. PR is 
now .22 and QRS .12. 


Case 13. P.S., female, age 61 
months, is an alcoholic with left ventricular 


years, 6 


enlargement, advanced myocardial damage, 
and atrial fibrillation. QRS in the same 
tracing varies from .08 to .12 (figure II). 


Case 31.. Electrocardiograms of C.J.G., 
male, age 63, in the past two years show 
changes from PR .16, QRS .14 to PR. .20, 
QRS .12. 


Four cases had increase of QRS time: 


Cases 25 and 26. These cases, the second 
and third surviving more than ten years, 
as outlined above, show changes from par- 
tial block at .10 second to QRS .16 and .12, 
respectively. 

Case 18. W.D.R., male, an obese hyper- 
tensive with general cardiac hypertrophy, 
in his first record had PR .16, QRS .12. At 
three, five, and six years later, 
ments were PR .18 and QRS .14. 


measure- 


Case 30. E.E.C., female, hypertensive for 
twenty-eight years before discovery of BBB, 
chest film heart width within 
limits but with a left ventricular 
configuration. With blood pressure readings 
of 220/128 and 212/110, the discovery 
ECG read rate 108, PR .16, QRS .12. One 
and a half years later, the pulse rate was 
70, the PR unchanged, but QRS .16. She 
has also had some retrosternal pain when 


shows on 
normal 


walking in cold but not in warm weather. 


One patient only, case 35, I.G., fe- 
male, age 61, with acute left pleurisy 
with effusion, has been free 
cardiovascular symptoms or 
other than the left BBB. 


A most important question relates to 
the extent to which increased muscle 
mass alone can delay conduction with 
broadening in width of the QRS com- 
plex, as in ventricular hypertrophy with- 
out muscle damage. In this series of 35 
living persons with left BBB, 20 were 
found in which there was no evidence 
of disease other than cardiac enlarge- 
ment or arterial hypertension (usually 
both together). Goldman that 
with hypertrophy QRS usually does not 
exceed .12 second but may occasionally 
do so.4! In 13 or 65 per cent of the 20 
with cardiac enlargement or hyperten- 
sion, the measurement was .12 second. 
In 5 it was .14 and in 2 it was .16. At 
the age studied here, it cannot be denied 
categorically that, in the last mentioned 
cases, there was no other factor such as 
scarring, fibrosis, arteriosclerosis, or 
vascular insufficiency in form. 
However, no evidence of such appears. 
In the cases with .14 and .16 second in- 
tervals, it must be suspect. 


from any 
disorder 


states 


some 


Il. LEFT BBB, DECEASED 


Of the 15 patients, one survived twenty- 
two years after discovery of partial 
block, which occurred during an attack 
of paroxysmal tachycardia. Within a 
period of seven years, thc BBB pro- 
gressed to become complete at .12 sec- 
ond and this stabilized with a PR of .20 
second, Death occurred at 71 years with 
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massive myocardial infarction and rup- 
ture. Six survivals spanned one and one- 
half, two, three, four, eight, and nine 
years, respectively, but 8 died in or soon 
after the acute episode during which the 
block was discovered. The average age 
at time of death was 70 years. Three 
were in the sixth decade and 4 each in 
the seventh, eighth, and ninth. 

The cause of death in 4 was acute 
myocardial infarction; in 4, coronary 
sclerosis; in 1, aortic stenosis; in 1, 
aortic insufficiency; in 2, arteriosclerotic 
heart disease; and, in 2, hypertensive 
heart disease. One (case 46) died with 
adenocarcinoma of the cecum with met- 
astasis, but had a moderate-grade aortic 
stenosis, the obvious cause of the QRS 
delay. In 8 cases, the heart was en- 
larged. Auricular fibrillation was noted 
in 2. The anginal syndrome was re- 
corded in 3 of the coronary sclerosis 
cases. Arterial hypertension was noted 
in 2 of the patients with coronary scle- 
rosis and in | with myocardial infarc- 
tion, in addition to the 2 patients dying 
with frank hypertensive heart disease. 

As in the patients who survived, 
changes in the time intervals of both 
PR and QRS occurred under observa- 
tion. In 5, the PR interval was .24 sec- 
ond or more, | of these showing com- 
plete A-V dissociation. Most significant 
are 2 in which the QRS was shortened: 


Case 48. P.J.H., male, age 75, with an 
old infarction, had an acute anteroseptal 
infarction during which the PR = increased 
to .24 second from a former .18 while the 
QRS diminished to .12 from a former .14. 


Case 39. M.F.S., male, died of coronary 
sclerosis at age 84. A change from PR .16, 
QRS .14 to PR .16, QRS .12 took place 
within nine months. Fifteen hours after a 
transurethral resection operation he died 
with acute pulmonary edema. Autopsy re- 
vealed extreme coronary sclerosis with myo- 
cardial fibrosis scattered so as to indicate 
disseminated coronary sclerosis rather than 
an old infarct. 
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Il. RIGHT BBB CARDIOVASCULAR DISEASE, 
LIVING 


Fifteen patients with right BBB are liv- 
ing; of these, 7 are female, 8 male. Six 
have lived five years or more. Of these, 
4 have lived ten years or more after 
demonstration of right BBB. 


Case 53. H.G.D., male, age 84, had a nor- 
mal PR and QRS at age 73 and, at age 74, 
showed PR .22, QRS .14, blood pressure 
124/80, and normal size heart. Six years 
later, he demonstrated atrial _ fibrillation 
with QRS .14, but no symptoms of circu- 
latory failure. He is well and active ten 
years after discovery. 


Case 60. G.LaG., male, age 69, had acute 
myocardial infarction at 57. The electro- 
cardiogram showed rate 56, PR = .18, and 
QRS .12. The heart was normal in size. 
Nine months later, the measurements were 
PR .22 and QRS .12. Two days later, com- 
plete A-V dissociation appeared with atrial 
rate 80, ventricular 30, and QRS .10 second. 
Following this, for nearly ten years the 
tracing remained stable with rate 60, PR 
.20, and QRS .12 second. Occasionally he 
worked part time on a farm tractor. An- 
other acute coronary occlusion occurred, fol- 
lowed by complete A-V dissociation with 
auricular rate 80, ventricular 30, QRS .14, 
from which he has recovered with only 
moderately lessened physical capacity. 


Case 61. A.M., female, age 62, has had 
paroxysms of tachycardia since she was 33. 
She is obese, weighing 209 pounds, has nor- 
mal heart size, and has blood pressure of 
200/84 to 160/80. Heart rate is 60, PR 
14, QRS .14, with right axis deviation. At- 
tacks of tachycardia waken her from sleep 
but do not occur during the day or during 
work as they formerly did. Blood pressure is 
200/82 and ECG unchanged. 


Case 58. J.P.E., female, age 73, at 62 was 
obese, had arterial hypertension with left 
ventricular hypertrophy, and PR = .20, QRS 
.10. Right hemiplegia appeared at 64 with 
PR .20, QRS .13. When she was 69, diabetes 
mellitus developed, accompanied by blood 
pressure of 172/120, and mild thrombosis 
in vestibular apparatus in brain stem. Since 
then she has been incapacitated. 
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The 11 remaining right BBB survivors 
have suffered block too recently to be 
significant in survival figures. In the 11 
cases, | or more of the following are 
noted: (1) cardiac hypertrophy = (7 
cases), (2) arteriosclerosis, general, 
and including the heart (6 cases), or 
(3) myocardial damage or infarction, 
recent or previous (4 cases). In the 15 
patients with right BBB surviving, the 
same type of change in QRS conduction 
time occasionally appears as in the two 
previous groups—lengthening or short- 
ening without relation to changes in PR 
interval. 


IV. RIGHT BBB, DECEASED 


Ten patients with right BBB have died. 
Six of these were male and 4 were fe- 
male. The average and the median age 
at discovery of the BBB was 67 years. 
The average survival time five 
vears, three months, but if the extraor- 
dinary sixteen-year and fifteen-hour sur- 
vivors are eliminated, both the average 
and the median survival time 


Was’ 


become 
four years, seven months. 

Two patients died with myocardial in- 
farction, 1 with coronary 
with arteriosclerotic heart 
with hypertensive heart disease with 
gout, and | with congenital malforma- 
tion of the heart. 


sclerosis, 5 
disease, | 


One of the patients with myocardial 
infarction, case 69, had a moderate 
erade aortic stenosis and insufficiency of 
rheumatic origin. No other case with 
rheumatic valvular disease appears. One 
only had a mild anginal syndrome. En- 
largement of the heart was noted in 5 
and auricular fibrillation in 4. Three 
were diabetic, 1 dying with arterioscle- 
rotic heart disease, 2 with coronary ar- 
tery disease and myocardial infarction. 

For patients under observation, change 
in QRS conduction time was noted: 


Pade, 


years 


was observed for 
death at 87 from 
hyperiensive heart disease and_arterioscle- 


male, 
before his 


Case 66. 
sixteen 


rosis. The original PR .22, QRS .12 changed 
five years later to PR .24, QRS .10, and two 
years later to PR .28, QRS .12. 


Case 71. J.F.L., female, died with arterio- 
sclerotic heart disease at 84 years. Original 
QRS .08 changed to .13. 


Case 73. O.S.M., female, suffered from ar- 
teriosclerotic heart disease. QRS originally 
varied from .10 to .11 to .12 in the same 
tracing, but later stabilized at .12. The pa- 
tient died at 85, decompensated and with 
atrial fibrillation. Electrocardiogram showed 
Q wave of 5 mm., QRS .09, with heart rate 
78 digitalized. Autopsy showed an old dense 
scar on ventrolateral surface of heart. 


The remaining 7 cases had no changes 
in QRS conduction time except case 68: 


Case 68. W.F.L., female, age 59 when the 
BBB was discovered, died at 65 with con- 
genital malformation of the heart. Post 
mortem, a large ostium primum defect was 
found which greatly deformed the mitral 
valve, almost resulting in a variant of the 
atrioventricular communis defect with gen- 
eral hypertrophy. There was sclerosis of the 
main and minor branches of the pulmonary 
artery. The original tracing showed PR .28, 
QRS .10 with a ventricular action time of 
03 to .04 second suggestive of hypertrophy. 
Six years later, paroxysmal atrial fibrillation 
developed with QRS varying from .10 to .12. 
Between paroxysms, a tracing showed PR 
.26 to .28, QRS variable .10 to .12 second. 
V. BBB WITHOUT CARDIAC DISEASE 
A final category is that of 5 patients 
with BBB and no evidence, clinical or 
electrocardiographic, of cardiac disease 
other than the delay in conduction to the 
ventricle—left in one case, right in four. 
In the 5 cases, no PR was over .16 sec- 
ond. The QRS was .12 in 3 and .13 in 2. 
This group contains no case with par- 
tial, temporary, or transient BBB. 

Case 35. J.G., female, age 61, was admitted 
to the hospital because of pain in the left 
chest. Diagnosis was left pleurisy with small 
effusion, cause undetermined, and left BBB. 
The pleurisy subsided promptly. The orig- 
inal electrocardiographic findings of Novem- 
ber 12, 1953—heart rate 78, PR = .16, and 
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QRS .12—have remained unchanged on sub- 
sequent tracings made at six-month inter- 
vals. The patient remains well. 


Case 76. M.E., female, age 50, was hos- 
pitalized because of lipoma of scalp. There 
were no cardiac symptoms or history. Heart 
size was normal and blood pressure was 
128/88 mm. He. The electrocardiogram 
made on April 13, 1957, showed a_ heart 
rate of 82, PR .16, and QRS .12, revealing 
right BBB. 


Case 77. K.H.L., male, age 50, was ad- 
mitted to the hospital with low backache, 
a temperature of 99.6°, chronic cough of 
ten years’ duration, and history of recurrent 
bilateral hernia. Study showed positive skin 
test and a 1:300 agglutination test for bru- 
cellosis, normal heart size, and old fibrosis 
with calcification at apex of right lung. An 
electrocardiogram on April 4, 1955, showed 
a heart rate of 104, PR .14, and QRS .13, 
leading to diagnosis of sinus tachycardia 
and right BBB. An_ electrocardiogram of 
July 13, 1957, showed heart rate of 106, PR 
.14, and QRS 13. 


Case 78. E.F., male, age 67, was hospital- 
ized with precordial, epigastric pains. Heart 
size. was normal and blood pressure was 
142/80 mm. Hg. The electrocardiogram of 
October 26, 1953, read: heart rate 76, PR 
16, and QRS .13. Diagnosis was duodenal 
ulcer, generalized arteriosclerosis 2+, park- 
insonism, and right BBB. Electrocardiogram 
on April 4, 1954, showed heart rate 68, PR 
.16, QRS .13; no change was found in 1957. 

Case 79. B.M., female, age 58, was  hos- 
pitalized for epigastric pain which occurred 
two hours after meals and which was. re- 
lieved by milk and antacids. Heart size was 
normal on x-ray examination. Blood pres- 
sure was 132/78 mm. He. Electrocardio- 
gram of February 22, 1954, showed heart 
rate to be 62, PR .16. and QRS .12. Diag- 
nosis was gastric ulcer and right BBB. 


Discussion 


\n extensive literature has grown up re- 
porting bundle branch block in individ- 
uals under 40. In many of these, no 
other electrocardiographic or clinical 
evidence of disease is found. ‘The diag- 
nosis is Not an anatomic one, but purely 


. 
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electrocardiographic, based on  prolon- 
gation of the QRS complex. When 
found associated with other abnormali- 
ties, prolonged QRS signifies inclusion 
of the conducting portion of the inter- 
ventricular septum in conditions such 
as hypertrophy, inflammation, vascular 
deficiency, and infarction. When found 
alone and within certain limits of dura- 
tion, such as .12 to .13 second, the sig- 
nificance of such abnormality has not 
been determined. It may represent an 
extinct process in some, or it may be an 
anomaly without other meaning. Alone, 
a wide QRS does not impair cardiac 
function, and in young individuals it has 
been called benign. 

In an unselected group of 79 patients, 
50 years of age and older, 74 had QRS 
complex prolongation associated with 
some other pathologic process. Vascular 
deficiency associated with hypertensive 
and arteriosclerotic heart disease, coro- 
nary sclerosis and occlusion, and myo- 
cardial infarction is found almost to the 
exclusion of other factors. Cardiac en- 
largement was demonstrated in_ half. 
Four had aortic valve disease; in one ol 
these, the mitral valve was affected. None 
had a pure mitral lesion. One woman 
died at 65 with a congenital anomaly of 
the septum. Thirty-five with involve- 
ment of the left branch survive, while 
15 have died at an average age of 70. 
Of the right branch group, 19 survive 
and 10 have died at an average age of 
71 years, 7 months. Women outnumber 
the men 7 to 6 due to a much greater 
survival in the group living with left 
bundle branch block. 

In occasional cases in each group, 
shorter intervals develop after a_ so- 
called complete BBB with an interval of 
.12 second or more. These shorter inter- 
vals may persist for a time at least. A 
valid explanation is that they represent 
improvement in conduction due to re- 
covery from damage such as from. vas- 
cular inadequacy in tissue peripheral to 








an area of necrosis. Clearly no_ histo- 
logic proof is possible. 

Demonstration is dependent on serial 
electrocardiographic tracings at inter- 
vals which show the evolution either to 
restoration or to completion of the proc- 
ess. In some cases, individual complexes 
may vary in duration or contour or both 
in the same tracing. This variation can 
be due only to a pathophysiologic fac- 
tor, comparable in a way to the dimin- 
ished conductivity from fatigue seen in 
the Wenckebach phenomenon in second 
degree auriculoventricular block. The 
prognostic significance is that of the tis- 
sue damage of vascular origin or of the 
inflammation underlying the variable 
conductivity. The case reported by Sodi 
Pollares*® showing various forms of in- 
complete block when swallowing  sug- 
gests inhibitory vagus influence in a re- 
gion not known ordinarily to be subject 
to it. The frequent association with hy- 
pertrophy of either the left or the right 
conducting path or both needs study in 
each case to determine the cause of the 
hypertrophy. Increasing facility in the 
prevention and control of arterial hy- 
pertension provides one of the several 
defensive measures. Attempts at control 
of the arteriosclerotic atheroscle- 
rotic processes should be begun long be- 
fore the age limit used here. 


and 


Reports of studies by vectorelectro- 
cardiography give promise of differen- 
tiation between the QRS complex pro- 
longation due to hypertrophy and that 
due to infarction.'*:*6 This technic is not 
generally available in clinical practice. 
Here evaluation requires correlation 
with other portions of the electrocardio- 
gram, with history, and with physical 
values. Overemphasis on the signifi- 
cance of QRS complex prolongation 
alone must be avoided. Unless the condi- 
tion is carefully and studiously ex- 
plained by the physician, the patient 
may experience serious anxiety, often 
without the physician knowing or sens- 


ing it. Periodic surveys are advisable, 
but they should not be so frequent as to 
suggest that the physician himself is 
anxious. Modification of duration or 
contour of the QRS complex or both, 
whether noted in a single tracing or seri- 
ally with long periods intervening, por- 
tends an active process. 


Summary and Conclusions 


Seventy-nine unselected patients over 
50 years of age from clinic and hospital 
practice were reviewed to determine the 
significance of BBB at this time of life. Of 
these, 37 were men and 42 were women. 
The left branch was involved in 50 and 
the right in 29. In the left group, 35 
survive while 15 have died at an average 
age of 70 years. In the right group, 19 
survive and 10 are dead at an average 
age of 71 years, 7 months. In 74, divided 
into 4 groups—right living, and dead, 
left living, and dead—BBB was associat- 
ed with other heart disorders. As might 
be expected at this time of life, vascular 
deficiency in forms such as hypertensive 
and arteriosclerotic heart disease, coro- 
nary sclerosis and occlusion, and myo- 
cardial infarction were found almost to 
the exclusion of other factors. In half, 
the heart was enlarged. Four had aortic 
valvular disease, none had mitral alone. 
There was one gross septal anomaly. 
Angina pectoris, atrial fibrillation and 
flutter, and disturbed auriculoventricu- 
lar conduction were each found in 6 to 8 
per cent. In each of the four groups, there 
were cases showing changes in the meas- 
urement such as (1) increase from normal, 
(2) decrease from abnormal toward or 
to normal, usually with increase again, 
(3) changes in a single tracing. Changes 
(1) and (2) signify progressive hyper- 
trophy or damages or improvement 
after injury. Change (3) reveals a path- 


‘ophysiologic stage with varying conduc- 


tivity. All three have evidence of a path- 
ologic process in the region. 
One case of left branch block and 4 
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of the right had no heart disease. They 
should be considered benign so long as 
no change in measurement and no evi- 
dence of other change in the heart is 


found. They, as well as the younger 
group, require protection against misin- 
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Attitudes of middle-aged persons 


toward growing older 


BERNICE L. NEUGARTEN, PH.D., 
and DAVID C. GARRON 


CHICAGO 


@ This study of attitudes toward aging 
is based upon interviews with a sample 
of 625 men and women aged 40 to 70 re- 
siding in the metropolitan area of Kan- 
sas City. The group constituted a ran- 
dom sample of individuals (not married 
couples) drawn by area-probability 
technics and stratified by age, sex, and 
social status. The sample was approxi- 
mately equally divided between men 
and women as well as among persons 
of each of four social-class levels, rang- 
ing from upper-middle to lower-lower; 
there were approximately equal num- 
bers in each five-year age interval from 
10 to 44 to 65 and over. 


Survey Technic 
Data were gathered in connection with 
a larger study, the Kansas City Study ol 
Adult Life. In an extensive interview ex- 
ploring the present and past life pat- 
tern, a number of questions were asked 
regarding attitudes toward the present 
and toward the future. The respondent 
was asked to tell how he felt about be- 
ing his present age; to compare his 
health to other people of the same age; 
and to name his age group as “young,” 
“middle-aged,” “old,” or any other 
term he found appropriate. This ques- 
tion was followed by others asking when 
he had begun to feel whatever age he 


BERNICE L, NEUGARTEN is assistant professor and 
DAVID CHARLES GARRON is lecturer, Committee on 
Human Development, University of Chicago. 


Interviews with 625 men and women 
aged 40 to 70 residing in a metro- 
politan area were analyzed for eval- 
uations of the present and future. 
The attitudes of the subjects were 
found to be unrelated to age. Fear of 
aging consistently meant fear of de- 
pendency involving loss of income 
and loss of health. 


termed himself and why; how he had 
changed most in the past ten years; and 
how he felt about growing older. He 
was then asked what he thought life 
would be like as he grew older, and 
what he considered the happiest time of 
his life as well as the elements that 
made it so. 


Analysis of Interview Data 
Each interview was analyzed from sev- 
eral points of view: What was the qual- 
ity of the affect expressed? Did the re- 
spondent evaluate the present, and did 
he see the future in positive or in nega- 
tive terms? What were the factors asso- 
ciated with and what the reasons given 
for positive or negative attitudes? In 
making judgments about the respond- 
ent’s attitudes, the entire interview was 
read with special attention given to the 
questions just described. 

Upon analysis of their attitudes to- 
ward the present, the respondents were 
placed in one of three categories—posi- 
live, negative, or neutral. ‘Those whose 
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feelings were actually neutral in tone 
were placed in the neutral category as 
well as those whose responses were non- 
commital or evasive. The usual neutral 
response was “Things are O.K., about 
the same as they have always been.” As 
the authors were interested only in ex- 
pressed attitudes, no attempt was made 
to force a negative or positive evaluation 
of those responses in which the respond- 
ent had avoided an evaluation. 
Attitudes the future 
placed in one of fow categories: posi- 
live, negative, neutral, or contingent. 
The contingent responses were those in 
which the respondent said, in effect, 
“Growing older will be fine if my health 
“I don’t mind growing 
old as long as I don’t become a burden 


toward were 


Stays good” or 


to anyone.” 

The data were further analyzed by 
determining the relationship between 
attitudinal 
patterns. For example, the sexes were 
compared to see if the distribution of 
positive, negative, and neutral attitudes 
toward the present and future was dil- 
ferent for men than for women. The re- 
spondents were compared by 


gross. social variables and 


age to see 
if the 60-year-olds gave more negative 
responses about the future than did the 
10-year-olds. Women who were mothers 
and grandmothers were compared with 
women who had remained childless. 

A number of other factors were simi- 
larly isolated. The factors 
were dealt with singly and in combina- 
tion, using all combinations that seemed 
theoretically meaningful: sex, age, so- 
cial class, health report, marital status, 
parenthood, and grandparenthood. 


following 


Phe chi-square test was applied to the 
distributions obtained; only those dis- 
tributions stable at or beyond the .05 
level are reported. 


Findings and Discussion of Results 


Attitudes toward the present were clas- 
sified as neutral in 55 per cent of the 
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625 persons interviewed, positive in 28 
per cent, and negative in 17 per cent. 
Attitudes toward the future were posi- 
tive in I4 per cent, negative in 13 per 
cent, contingent in 18 per cent, and, 
again, neutral in 55 per cent. ‘There was, 
as might have been expected, a consist- 
ent relationship between attitudes to- 
ward the present and toward the future 
—that is, there was a reliable tendency 
for those with positive attitudes about 
the present to look toward the future 
with optimism and vice versa. 

The large proportion of neutral re- 
sponses is perhaps not surprising. For 
some persons, life has a certain bland- 
ness and cannot be described in strong 
emotional terms or by comparing one 
period of life with another. For most 
people, there are few reference points 
by which to describe anticipations. 
Many people, given neither to intro- 
spection nor to continual evaluation of 
experience, are taken aback by the in- 
quiries and give noncommittal replies 
not only to single questions but to 
whole series of questions. 

There is also the factor that the re- 
searcher may suffer from a cautious and 
ingerly approach to questions about 
i Had the interviewers been able 
to overcome their own hesitancies and 
biases about aging and had they ques- 
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aging. 


tioned and probed in areas not neces- 
sarily sensitive for the subject, these da- 
ta would undoubtedly have been richer. 

We found only a few relationships 
between variables and attitudes 
toward the present and the future: 

|. A (both men and 
women) , composing only 12 per cent of 
the whole, considered their health to be 
worse than that of other persons of the 


social 


small group 


same age. This group showed a higher 
proportion of negative attitudes toward 
the present than the sample at large, as 
well as a higher proportion of negative 
attitudes toward the future. 

2. Older women 


(aged 55 to 70) of 





all social classes reported more negative 
health than expected—an age difference 
not found in the male subsample. 

3. When all the women in the sample 
were subjected to further analysis, it 
was found that those not living with a 
spouse (that is, single, widowed, di- 
vorced, or separated) and unem- 
ployed tended to report more negative 
health, negative present, negative fu- 
ture, and contingent future attitudes. 
Women who were both married and em- 
ployed tended to report less negative 
health than expected and more positive 
attitudes about the present. (A similar 
analysis could not be made for the men 


also 


because there were so few who were un- 
employed in the sample.) 

These are the only relationships 
found between the social variables and 
life. It is strik- 
ing that, with these few exceptions, at- 
titudes toward the present and future 
did not vary consistently with any single 
or any combination of the social 
ables studied. The seems 
warranted, then, that for the typical 
middle-aged adult, attitudes toward ag- 
ing depend upon an idiosyncratic pat- 
tern of social and psychologic factors. 
These attitudes cannot be predicted on 
the more 
logic factors. 


affective evaluations of 


vari- 
conclusion 


basis of one or gross socio- 

These findings are perhaps of less 
value in themselves than for the impli- 
cations they hold. To understand atti- 
tudes about aging, and probably other 
aspects of aging as well, research work- 
ers might well turn away from such 
eross variables as those dealt with here 
and give attention instead to delineation 
of more subtle patterns of social inter- 
action and personality. 


To turn to an analysis of the content 


rather than the tone of the responses, 


there was little consistency in the rea- 
sons given for either positive or negative 
evaluations of the present. The events 
and situations associated with positive 


and negative outlooks are highly idio- 
syncratic. To illustrate with extreme ex- 
amples, one woman reports that life is 
miserable because of continued poor 
health, while another, who has just suf- 
fered permanent and crippling injuries 
in an accident, reports that the present 
is the happiest time of her life because 
she feels lucky to be alive. 

On the other hand, there was a strik- 
ing consistency in the content of re- 
sponses about the future. For those per- 
sons expressing negative or contingent 
attitudes toward the future, the fear of 
some form of dependency is paramount. 
They say: “Growing old is terrible, be- 
cause somebody has to take care of 
you,” or “I don’t mind growing old as 
long as I don’t become a burden to 
others.”” Dependency in turn is always 
seen as having two sources—loss of in- 
come and loss of health. Seldom is one 
mentioned without the other. Fear of 
death is never alluded to, nor is fear of 
social isolation. Iilness, blindness, and 
deafness are seen not as threats to bod- 
ily integrity, but as states involving de- 
pendence upon others. 

This triad—dependency, loss of health, 
and loss of income—was the only theme 
to occur with any frequency. It is of spe- 
cial interest that the incidence of this 
response was approximately the same for 
men as for women, for the different 
social classes, and for people at all ages. 
Since the 40-year-old mentions the de- 
pendency triad as frequently as does the 
60-year-old, it appears that he interprets 
the question about growing older as 
referring to a period of “being aged,” 
and not to the near or relatively near 
years of the 50s and 60s. Thus, for all 
people, “becoming older” does not ap- 
pear problematic—it is “being old” that 
has meaning. 


Implications 


One point merits further comment, as it 
bears upon much of the present  re- 
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search in gerontology. Several facts— 
that there were no over-all age differ- 
ences in these data; that the 60-year- 
olds gave no higher frequency of pessi- 
mistic responses about the present o1 
toward the future; that for those who 
did respond negatively, the responses 
showed the same variety for the 60-year- 
olds as they did for the 40-year-olds; 
that worries about the future, expressed 
either as negative or contingent re- 
sponses, showed une same consistencies 
for the 40-year-olds as for the 60-year- 
olds—all seem to have significance for 
future research. 

While investigators must be cautious 
in generalizing from these data to other 
areas and aspects of research on aging, 
these findings parallel others now being 
obtained from the Kansas City Study ol 
Adult Life. They corroborate our gen- 
eral impression that chronologic age is 


not a meaningful variable by which to 
order most social and psychologic data 
on the middle years of life. 

Social patterns, personality patterns, 

and styles of aging—all seem to vary 
independently of chronologic age. If 
this proves true in other populations, 
then gerontologists shall have to stop 
linking the terms ‘“‘age” and “aging” as 
if these phenomena were necessarily re- 
lated. To repeat, we must attempt to dis- 
cover the social and psychologic proc- 
esses that are relevant to aging and to 
use these rather than chronologic age to 
orient our research. 
This paper was presented at the annual meeting 
of the Gerontological Society, November 2, 1957. 
The larger study of which this was a part, known 
as the Kansas City Study of Adult Life. was 
supported by a grant from the Carnegie Foun 
dation and was carried out under the auspices 
of the Committee on Human Development, Uni- 
versity of Chicago. 


IHE VARIOUS MODELS proposed to explain the psychologic aspects of 
aging—one factor models, machine models, factor of safety or stress 
models, and reversal of developmental models—appear to be deficient in 
one respect or another. If we view the human being as a very complex 
manifold moving forward in time and made up of interacting systems 
which also interact with the environment, we can check aging against 
growth and development. When this is done, the older manifold is 
less open because, for many years, it has been making binary choices 
which progressively limit functioning and produce highly selected re- 


sponse patterns. 


In the older person, because of cumulation, the sheer mass of ma- 
terial that has to be tied together approaches the limits of organizing 
capacity. While older people who have higher levels of intelligence 
and education and who participate more actively in learning may hold 
up longer, the over-accumulation of debris within the physical and 
physiologic system is thought by some to lead to breakdown and death. 
Another factor in aging is the decline in motility or serial speech 
which affects adversely the programming of the whole response pat- 


tern. 


Thus, life has a way of becoming too much for the organism in 
terms of its capacity to integrate and organize experience. 


J. F. ANDERSON: A developmental model for aging. Vita humana 1: 5-18, 1958. 
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Pyelonephritis in a 


chronic disease hospital 


JANIS BAUMANIS, M.D., 
and HOLLIS K. RUSSELL, M.D. 


NEW YORK CITY 


@ The report of the Commission on 
Chronic Illness issued in 1957 indicates 
that an estimated 28 million people in 
this country suffer from a chronic ill- 
ness.! One of the important chronic dis- 


-eases of the aged is urinary tract infec- 


§ 
tion. In studying autopsy material in a 
chronic disease hospital, we -were im- 
pressed by the relatively high incidence 
of pyelonephritis. The purpose of our 
report is to reveal the incidence, patho- 
logic aspects, and the manner in which 
this disease develops in the aged. 


Classification 
There is no classification in which all 
cases of the disease may be readily 
placed. On the basis of morphologic 
changes and pathogenesis, our cases 
were distributed as follows: 


Hematogenous pyelonephritis (descending) 


Acute 6 
Subacute 2 
Chronic 4 


Urogenous pyelonephritis (ascending) 


Acute 60 
Subacute 25 
Chronic 80 


In a few of our cases, we could not be 
positive whether the disease was hema- 
togenous or ascending. In most of these, 
JANIS BAUMANIS is resident pathologist, and HOL- 
LIS K. RUSSELL is consultant to the Department of 
Pathology, St. Barnabas Hospital for Chronic 
Disease, New York City. 


A review of 900 consecutive autopsies 
from a chronic disease hospital re- 
vealed 185 cases of pyelonephritis; 
20 were hematogenous and 165 due 
to ascending infection. The majority 
were manifested by chronic infection 
with acute exacerbations. The com- 
mon precursor lesions associated with 
pyelonephritis were various obstruc- 
tive conditions of the lower urinary 
tract, diabetes mellitus, neurogenic 
bladder, pelvic and vesicular calculi, 
and chronic cystitis. 


there was no lower urinary tract ob- 
struction and also no known focus of 
infection. 


Material and Methods 


This report is based on 900 consecutive 
autopsies conducted in a chronic disease 
hospital. The records of the autopsies 
were reviewed together with clinical, 
x-ray, and laboratory data. 

In all cases, systematic tissue studies 
of the entire urinary tract were per- 
formed by examining at least two differ- 
ent sections which were stained by hem- 
atoxylin and eosin, and, in addition, 
many sections were stained by Van 
Giesen’s method, Masson’s trichrome 
method, and periodic acid-Schiff. Sec- 
tions were also examined by Gram’s 
method for the presence of bacteria. 
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Analysis of Data 


The subjects in this study were between 
50 and 101 years of age. The analysis of 
clinical and autopsy data revealed a 
high incidence of urinary tract infection. 
The wide range of lesions associated 
with these infections is shown in table 1. 
Pyelonephritis was evident in 185, or 20 
per cent, of the autopsies. 


rABLE 1 


INCIDENCE OF URINARY TRACT INFECTION 
IN 900 CONSECUTIVE AUTOPSIES 











The relatively high incidence of ob- 
structive pyelonephritis is associated 
with many predisposing lesions (table 2). 

Lowered resistance to infection is 
well known when there is increased hy- 
drostatic pressure, as illustrated by the 
neurogenic bladder or infection of a sal- 
ivary gland with an obstructed duct. In 
our material, obstructive pyelonephritis 
was 8 times more common than non- 
obstructive. Furthermore, lower tract 
urinary blockage had been present in 80 
per cent of the cases of obstructive pye- 
lonephritis. In 38 per cent of the cases, 


* infection was enhanced by indwelling 
Infection No. of cases , : “ aha 
catheters and frequent catheterization. 
Pyelonephritis 185 A lack of normal ambulation may 
Pyelitis 8 contribute to urinary stasis and promote 
Pyonephrosis 21 infection. In accordance with the clini- 
Necrotizing papillitis 15 cal data, 26 per cent of the subjects had 
es ey een 9 been confined to wheel chairs, 43 per 
Perinephritis 19 cent had been bedridden, and 40 per 
inane ar haute 3 cent had had dysfunction of the urinary 
si , bladder as retention or incontinence. 
Acute cystitis 30 . P 
: As a It is common knowledge that resist- 
Chronic cystitis 168 4 : i aa : 
2 i ance to infection is lowered in diabetes 
Ureteritis 78 F ° 9 
ns mellitus. In our series, 21 of the subjects 
Urethritis 8 . . ‘ . 
with a history of diabetes showed non- 
FABLE 2 


OBSTRUCTIVE LESIONS ASSOCIATED WITH PYELONEPHRITIS 





Lesion 





No. of cases 





Cancer of cervix 


and ovaries) 


Renal calculi 


Male Female 
Carcinoma of prostate 18 
Benign hypertrophy of prostate 20 
Carcinoma of bladder (primary and metastatic) 7 19 
Other obstructive lesions of bladder and ureters 
(calculi, diverticulitis of bladder, etc.) ) 3 
Contracted bladder neck Y 4 
Ureterovesical junction stricture 4 
Urethral stricture ] 
Lesions of central nervous system associated with 
severe cystitis, ureteritis 9 17 
13 
External ureteral compression (carcinoma of rectosigmoid 
6 14 
15 14 
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obstructive pyelonephritis and 3 showed 
necrotizing papillitis. 

There are many diseases of the cen- 
tral nervous system associated — with 
bladder dysfunction and urinary tract 
infection. In our autopsy material, we 
observed the following instances of cen- 
tral nervous system lesions associated 
with neurogenic bladder: 8  cerebro- 
vascular accidents, 3 cases of advanced 
parkinsonism, 4 brain tumors (primary 
and metastatic), and 14 degenerative 
diseases, such as tabes dorsalis, trans- 
verse myelitis, and multiple sclerosis. 


Pathogenesis 
Pyelonephritis is described as renal in- 
fiammation of bacterial origin, involv- 
ing the renal pelvis and parenchyma. 
Infection may be caused by almost any 
organism, but, in our material, the most 
common was Escherichia coli. Next in 
frequency were Proteus, Staphylococcus 
hemoliticus, Aerobacter aerogenes, Pseu- 
domonas aeruginosa, and enterococcus. 
In obstructive cases, mixed infection 
was common. 

In acute hematogenous pyelonephri- 
tis, bacteria enters the kidney by way ol 
the blood stream with the primary focus 
elsewhere in the body. The sources of 
infection in our cases were bacterial 
endocarditis, suppurative cholangitis, 
hepatic abscess, subcutaneous abscesses, 
pelvic abscess, and so on. The process is 
initiated by lodgment of bacteria in the 
vascular tree of the kidney, especially 
the capillaries including the glomerular 
tufts, and microabscesses develop with 
multiplication of bacteria. ‘The process 
extends into the interstitial tissues be- 
tween the tubules, producing a marked 
acute inflammatory reaction accompa- 
nied by diapedesis of many polymor- 
phonuclear leukocytes. As the toxins de- 


velop, the pressure of the inflammatory 


tissues causes degeneration of the tubu- 
lar epithelium and forces pus and bac- 
teria into the tubules, where they are 


carried by the stream of urine to the 
pelvis, ureters, and bladder. 

In ascending pyelonephritis, bacteria 
from the infected bladder reach the re- 
nal pelvis through the lumen of the ure- 
ters or periureteral lymphatics. After 
pyelitis is established, the infection 
tends to infiltrate into the renal paren- 
chyma, especially if there is back pres- 
sure due to lower urinary tract obstruc- 
tion. According to Bell, the obstruction 
produces dilation of the bladder and 
ureteral orifices, and infected urine is 
forced into the upper urinary passages.” 

A significant etiologic factor in the 
aged is the neurogenic bladder, which 
produces urinary stasis, chronic cystitis, 
ureteritis, and consequent ascending in- 
fection. Histologic studies of autopsy 
material in the neurogenic group re- 
veal extensive chronic inflammation of 
the mucosa and wall of the bladder and 
ureters, including the intravesicular por- 
tion of the ureters, producing interfer- 
ence with the bladder’s normal function 
as a valve. This close relationship be- 
tween infection and possible urinary re- 
flux was studied by Bumpus, who, in 
analyzing the records of 1,036 patients 
with urinary tract infection on whom 
cystography had been performed, found 
that reflux from the bladder to the ure- 
ters was demonstrated in 8 per cent.* 
However, the true cord bladder with its 
stasis and back pressure presumably 
causes upper urinary tract infection by 
the route suggested by Bell. 


Morbid Anatomy 
ACUTE FORMS 


In acute hematogenous infection, the 
organ is enlarged and swollen, and the 
cortical surface reveals multiple small 
abscesses which may have a surrounding 
zone of acute congestion. If the process 
breaks through the kidney capsule, a 
perinephritic abscess develops. On_ sec- 
tion, the cut surface reveals abscesses 


oO" 
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throughout the cortex and extending 
into the medulla. At a later stage, pelvic 
involvement is also manifested. 

In acute ascending pyelonephritis, 
the kidneys are also enlarged and show 
cloudy swelling as part of the general 
toxemia. The cut surface of the affected 
kidney reveals characteristic linear 
streaks radiating from the apex to the 
base of the pyramids; but they some- 
times extend onward into the cortex and 
may even pass through the cortex to 
produce perinephric abscesses. One of 
the more characteristic features of as- 
cending pyelonephritis is dilation of 
renal pelvis with marked inflammatory 
changes. Its cavity often contains yellow 
or red fluid consisting of mixed urine, 
exudate, and blood. Our autopsy mate- 
rial showed many cases in which the mu- 
cosa of the pelvis was covered with a 
pseudomembranous exudate or frank 
pus. In some instances of subacute dis- 
ease, the renal pelvis revealed numer- 
ous tiny cysts as a result of long stand- 
ing inflammation (pyelitis cystica) . It is 
obvious that at the beginning of the dis- 
ease, the renal pelvis dominates in as- 
cending pyelonephritis. 

In acute hematogenous pyelonephri- 
tis, cortex and medulla reveal micro- 
abscesses, often with clumps of bacteria. 
In some instances, the inflammation sur- 
rounds the glomeruli and produces a 
periglomerulitis. 

\s mentioned above, there is a heavy 
interstitial inflammation of the kidney. 
The tubules, depending on the degree of 
infection, are a seat of cloudy swelling, 
fatty degeneration, or complete necro- 
sis. The purulent exudate protrudes be- 
tween epithelium into the lumen of the 
tubules. In the more advanced stages, 
the normal architecture of the kidney is 
largely destroyed. 

In acute wurogenous pyelonephritis, 
histologic examination discloses that the 
mucosa and underlying tissue of the 
pelvis are extensively infiltrated with 
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acute and chronic inflammatory cells. 
The peripelvic and perirenal tissue re- 
veals similar inflammation. Remarkable 
changes are found in the pyramids with 
great collections of polymorphonuclear 
leukocytes in the interstitial tissues. Tu- 
bules contain many pus cells which, in 
some areas, are solidified to form tubu- 
lar casts of leukocytes. In ascending in- 
fection, the glomeruli are rather well 
preserved; however, the character and 
intensity of the interstitial inflammation 
are similar to that found in hemato- 
genous infection. 


CHRONIC FORMS 


Both types of acute disease may become 
chronic and may persist in a chronic 
form for years. In chronic pyelonephri- 
tis, the kidney may be normal but is 
more often reduced in size. However, 
this disease is the most common cause 
of contracted kidney in the adult.4 


In 60 per cent of the cases in our 
series, the two kidneys were of different 
size. In some instances, the discrepancy 
was remarkable, such as in the case 
where one kidney weighed 40 gm. and 
the other, 120 gm. The capsule was 
thickened and stripped with difficulty, 
especially in the scarred areas. The cor- 
tical surface, which was coarsely granu- 
lar and yellowish-brown in color, re- 
vealed many depressed scars and occa- 
sionally resembled the changes seen in 
chronic glomerulonephritis or arteriolar 
nephrosclerosis. However, the pyelone- 
phritic scar tends to be U-shaped and 
dark in color, whereas scars due to vas- 
cular occlusion are more V-shaped and 
pale. On section, the cortex was thin and 
the normal architecture obscured. The 
pelvis was often dilated or irregularly 
deformed and revealed thickening and 
congestion of the mucosa. 

Our histologic studies showed that the 
predominating lesion was a chronic in- 
terstitial inflammation of the renal par- 
enchyma, although secondary changes 
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in glomeruli, tubules, and blood vessels 
were evident in most cases. 

The glomeruli revealed thickening of 
Bowman’s capsule in contrast to the 
preservation of the tufts.® Differential 
staining by Masson’s trichrome revealed 
an increase of the outer layer of con- 
nective tissue (periglomerular fibrosis) . 
The capsular space was normal or wid- 
ened. The atrophied areas of cortex re- 
vealed clusters of hyalinized glomeruli, 
destruction of tubules, and gradual re- 
placement by fibrous tissue. However, 
one of the most characteristic features 
of chronic pyelonephritis was atrophy 
of some tubules and dilation of other 
tubules which showed flattening of the 
epithelium and contained pink staining 
material so that they resembled thyroid 


‘tissue. The medulla revealed an increase 


of fibrous tissue with extensive inter- 
stitial lymphocytic infiltration: In the 
more healed stage, the medulla showed 
linear scars, and the collecting tubules 
were markedly compressed, narrowed, 
or replaced by fibrous tissue. 

Vascular changes accompany the de- 
struction of kidney parenchyma. The 
small arteries and arterioles in affected 
areas reveal endoarteritis obliterans 
with proliferation of intimae and_nar- 
rowing of the lumen. The medium-sized 
arteries reveal thickening of the walls 
due to fibrosis, which results in decrease 
of blood flow. In some cases, the vas- 
cular lesions of the pyelonephritic kid- 
ney are so prominent that it is difficult 
to recognize whether the basic disease is 
pyelonephritis or arterial nephrosclero- 
sis.6 "The confirmation of the diagnosis 
is found in the pelvis, which, in pye- 
lonephritis, shows thickening, fibrosis, 
and round cell infiltration. The peri- 
pelvic and perirenal fat reveal chronic 
inflammation and vasodilation. ‘This is 


especially true of urogeneous (ascend-. 


ing) type of pyelonephritis. These in- 
flammatory cells consist chiefly of lym- 
phocytes and plasma cells. 


Clinical Features 
The clinical manifestations of pyelone- 
phritis may vary, but, in the acute dis- 
ease, the symptoms are similar to other 
severe infections, such as chills, fever, 
and leukocytosis. Tenderness in the cos- 
tovertebral angles and pain developing 
in the lumbar regions or loins and radi- 
ating along the ureters would suggest 
the site of the infection. The urine sedi- 
ment reveals pus and bacteria, and the 
urine culture will often demonstrate the 
organism. There is only slight excretion 
of albumin, and there is no azotemia 
unless previously present or unless com- 
plicated by pelvic calculi or pyonephro- 
sis, where the back pressure on the fil- 
tration apparatus would tend to produce 
nitrogen retention. This is due to the 
fact that the lesions are patchy in dis- 
tribution and reserve renal function is 
more than adequate. 

Many patients with acute pyelonephri- 
tis who recover from the acute disease 
pass imperceptibly into a chronic phase. 

Chronic pyelonephritis may be insidi- 
ous, progressive or intermittent, and may 
imitate many conditions. 

A review of our clinical records re- 
vealed that many of the patients in our 
series had had recurrent urinary infec- 
tion as evidenced by low grade fever, 
increased pulse rate, dysuria, and the 
finding of pus cells in the urine. The 
progressiveness of the disease had been 
slow with many episodes. There had 
been pallor, weakness, malaise, and 
gradual loss of weight with a normo- 
cyuc, normochromic anemia and mod- 
erate leukocytosis with a moderate in- 
crease in young forms and monocytes. 
The physical examinations had been 
largely negative, although  costoverte- 
bral tenderness was sometimes present. 

In their studies of functional patterns 
in renal disease, Corcoran, Taylor, and 
Page found that the patterns of renal 
blood flow, glomerular filtration, and 
tubular secretion in chronic pyelone- 
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phritis were nearly identical to those 
in established essential hypertension.‘ 
Hence, the finding of bacteria and pus 
in the urine is often necessary to estab- 
lish the diagnosis. For our subjects who 
had had longstanding disease, concen- 
tration tests and phenosulfonephthalein 
excretion revealed impairment of tubu- 
lar function. Electrolyte studies in gen- 
eral revealed a decrease in serum sodi- 
um, chloride, and serum potassium; 
and, in some instances, a salt depleting 
picture had developed. 

Urine cultures were usually negative 
except in acute phases, when clumps ol 
pus cells and leukocyte inclusion casts 
were often seen and bacteria were usu- 
ally demonstrated. 

Braasch and Cathcart studied 251 pa- 
tients with bilateral pyelonephritis for 
ten to fifteen years and emphasized the 
intermittent nature of the disease in re- 
gard to urinary findings.* As the disease 
progresses to the stage where anemia is 
present, the urine shows increased pro- 
tein, and increasing azotemia develops. 

Weiss and Parker pointed out that im- 
pairment of renal function was propor- 
tional to the extent of parenchymal 
damage.t In our series, there was a good 
correlation between renal function and 
morphologic changes. 

As more of the kidney is destroyed, 
fewer and fewer nephrons are left. Con- 
sequently, the renal function is seriously 
impaired, urinary output is decreased, 
azotemia and metabolic acidosis appear; 
the patient often dies in uremic coma. 


Selected Cases 


The following case histories will illus- 
trate the pathologic and clinical features 
which have been presented. 

Case 1. A 71-year-old white woman was ad- 
mitted to our hospital following a subtotal 
gastric resection for adenocarcinoma. She 
did well for thirty months and then jaun- 
dice developed, which was accompanied by 
a septic temperature and hyperleukocytosis 
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(40,000 per cubic millimeter). Examination 
revealed a distended abdomen and an en- 
larged tender liver, but nothing of signifi- 
cance in the heart and lungs. A trace ol 
albumin and many pus cells together with 
gram-negative bacilli were found in the 
urine. She was thought to have metastatic 
tumor in the liver with some obstruction 
to the bile ducts. She died one month after 
onset of jaundice. 

Postmortem examination disclosed ¢a- 
chexia and jaundice. The significant find- 
ings were an enlarged liver, the capsular 
surface of which revealed yellowish-white 
metastatic tumor nodules varying in size 
from 1 to 314 cm. in diameter. On section, 
similar nodules were scattered throughout 
the liver parenchyma. It was also noted 
that the biliary ducts were dilated and 
thickened, and, in many areas, there were 
small cholangiectic abscesses. Metastatic tu- 
mor involving nodes along the course of the 
extrahepatic biliary ducts had produced ob- 
struction, and the ducts above the obstruc- 
tive mass were dilated and thickened. Both 
kidneys were enlarged and, on section, were 
swollen and revealed small abscesses over the 
cortical surfaces and within the cortex, 
which appeared as pale areas 0.5 to 0.8 cm. 
in diameter, surrounded by a dark hemor- 
rhagic zone. There was no obvious infection 
of the pelvis or lower urinary tract. 

Histologic examination of the kidneys re- 
vealed extensive interstitial infiltration of 
the cortex by leukocytes with numerous 
microabscesses, which destroyed the renal 
architecture (figure I). The process had ex- 
tended into the tubules, many of which con- 
tained a purulent exudate. The glomer- 
uli showed only slight infiltration by lym- 
phocytic cells. There was some thickening 
of the walls of the medium-sized arteries. 
The renal pelvis was uninvolved. Postmor- 
tem cultures revealed Escherichia coli and 
Proteus vulgaris in both the cortical ab 
scesses and the cholangiectic abscesses. 


Comment. This case represents hema- 
togenous pyelonephritis, secondary to 
cholangiectic abscesses. Other instances 
of hematogenous pyelonephritis in our 
series were secondary to skin infections, 
endocarditis, lung abscess, and so on. 


Case 2. A 79-year-old white man was ad- 

















mitted to our hospital with a diagnosis of 
benign hypertrophy of the prostate and ar- 
teriosclerotic heart disease. Seven years be- 
fore, he had had heart failure which re- 
sponded to digitalization. One year before 
admission, acute urinary retention had re- 
quired a suprapubic cystotomy, after which 
a catheter was inserted in the bladder. 

The physical examination on admission 
revealed an elderly man who appeared 
chronically ill. The findings of note were a 
ereatly enlarged prostate gland and a cath- 
eter inserted through the cystotomy wound. 
The heart was enlarged, the pulse was. ir- 
regular, and blood pressure was 160/80. 
During his hospitalization, the temperature 
varied between 99° to 102° F. 

Urine examination revealed fixed low spe- 
cific gravity, 2 to 3 plus albumin with many 
leukocytes, and the presence of gram- 
negative bacilli. Repeated urine cultures re- 


.vealed Escherichia coli and Aerobacter aero- 


genes. Increasing urinary retention and acid- 
osis developed, and the patient died seventy- 
one days after admission. 

The significant findings at autopsy were 
an enlarged heart weighing 525 gm. and 
showing left ventricular hypertrophy. ‘There 
was generalized arteriosclerosis. The kidneys 
were enlarged, and, on section, the pelves 
were dilated and the mucosa covered with 
a purulent exudate. The capsules stripped 
with difficulty, and the cortices were thin. 
The medulla revealed small abscesses with 
yellowish streaks extending from the calyces 
upward through the medulla. Both ureters 
were dilated, inflamed, and contained puru- 
lent urine. The bladder was_ thick-walled, 
the mucosa was hypertrophied and _ trabecu- 
lated, and a cystotomy wound was_ noted. 
Phe bladder contained cloudy, foul-smelling 
urine. ‘The prostate was greatly enlarged, 
especially the medial lobe which extended 
into the bladder and tended to obstruct the 
urethra. 

Figures II through IV show the findings 
of the histologic examination. Interstitial in- 
filtration by lymphocytes and neutrophiles 
was seen, with a purulent exudate in many 
tubules, and there was considerable fibrous 


replacement of tubules and glomeruli. The ° 


mucosa and underlying connective tissue of 
the pelvis were edematous, congested, and 
infiltrated by many acute inflammatory cells. 


Both ureters revealed acute diffuse inflam- 
mation involving the mucosa, which was de- 
stroyed by the suppurative process in many 
areas with extension throughout the wall. 
The urinary bladder revealed similar changes. 


Comment. This case demonstrates the 
importance of ascending infection in py- 
elonephritis. The contributory factors 
were retention and dilation of the blad- 
der, suprapubic catheter, and vesicoure- 
teral reflux. 

In our series, there were instances of 
prostatic obstruction complicated by in- 
fected diverticula of the bladder and 
pelvic abscesses which could have been 
a source of blood-borne infection. ‘This 
suggests that, in some cases, multiple 
etiologic factors may be involved. 


Case 3. A 72-year-old white woman entered 
our hospital with left hemiplegia of ten 
months’ duration. She was confined to a 
wheel chair and complained of headaches, 
constipation, and occasional dysuria. A Foley 
catheter was inserted for urinary incontin- 
ence. 

Physical examination on admission re- 
vealed no apparent abnormality aside from 
the hemiparesis. Blood pressure was 165/85. 
The admission laboratory examinations re- 
vealed 1 plus albumin with many pus cells, 
but cultures were negative at this time. 
Blood sugar was 90 mg. per cent, nonpro- 
tein nitrogen, 34 mg. per cent, and serum 
total protein, 7.7 gm. per cent with albumin 
5.4 and globulin 2.3. 

She had repeated febrile episodes during 
the next four years accompanied by malaise, 
fatigue, lumbar pain, and headaches. Dur- 
ing these episodes, there was leukocytosis, 
pyuria, and bacilluria, and cultures revealed 
Aerobacter aerogenes. 

Five years after the patient’s hospitaliza- 
tion, laboratory tests revealed 4 per cent 
excretion of phenolsulphonaphthalein — in 
two hours and a sedimentation rate of 37 
per cent. Nonprotein nitrogen was 80 mg. 
per cent, serum chlorides, 77 mEq. per liter. 
serum potassium, 3.0 mEq. per liter, and 
serum sodium, 131.5 mEq. per liter. Severe 
anemia had developed with hematocrit val- 
ues of 20 to 25 per cent. Five days prior to 
death, oliguria developed, the nonprotein 
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FIG. 1. Acute inflammatory cells in interstitial FIG. 1. Dilated tubules containing pus and de- 
tissues and within the tubules. Architecture bris. Increase in interstitial fibrous tissue in- 
partially destroyed. filtrated by chronic inflammatory cells. 
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FiG. 11. Medulla revealing dilated tubules con- FIG. Iv. Ureter revealing erosion of mucosa with 
laining pus and much replacement fibrosis. acute inflammation involving all layers. 
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FIG. V. dcute exacerbation in chronic pyelone- 
phritis. Dilated tubules containing pus. Inter- 
stitial lymphocytic infiltration, marked replace- 
ment fibrosis. 


nitrogen rose to 140 mg. per cent, CO, was 
15 vol. per cent, and she became drowsy, 
lapsed into coma, and expired. 

Postmortem examination showed that the 
heart was moderately enlarged, weighing 
400 gm., and the kidneys were reduced in 
size, weighing 80 and 90 gm. The capsules 
stripped with difficulty, revealing many 
coarse depressed scars. On bisection, there 
was thinning of the cortex, and the cut 
surface revealed dilation and congestion 
of the pelvis with a few yellowish streaks 
extending from the dilated congested calyces 
upward through the medulla. The brain 
showed extensive areas of cystic degenera- 
tion and softening involving the right tem- 
poral lobe and internal and external cap- 
sules due to atherosclerotic occlusion of a 
portion of the midcerebral artery. 

Histologic findings are seen in figures V 
and VI. The renal medulla and cortex were 
seen to be infiltrated by many acute and 
chronic inflammatory cells. In some areas, 
there were focal collections of small, round 
cells, and, in other areas, the tubules were 
dilated and contained colloidlike material. 
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containing colloidlike material, insterstitial cell 
ular infiltration, widened Bowman’s space and 
thickened Bowman’s capsule. 


There was widespread replacement of tu- 
bules by fibrous scarring, and many dilated 
tubules contained a purulent exudate. Most 
of the chronic inflammatory cells were lo- 
cated in the interstitial tissues. The glomer- 
uli were only slightly involved, although 
there was occasional thickening of Bowman’s 
capsule. The walls of the arteries were 
thickened as a result of medial fibrosis. The 
renal pelves and peripelvic tissues were in- 
filtrated by lymphocytic and plasma cells. 
Comment. This case is representative 
of a large group of patients in our series 
who had continuing dysfunction and in- 
flammation of the urinary bladder. A 
lesion of the central nervous system was 
the cause of bladder dysfunction in 
most of these patients and rendered this 
organ subject to chronic infection with 
repeated acute episodes. The infected 
bladder repeatedly seeded the kidney 
with bacteria. ‘The histologic findings 
are those of chronic pyelonephritis with 
superimposed acute exacerbation. 
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Discussion 

During the last two decades, many in- 
vestigators have studied pyelonephritis, 
and several have stated that the disease 
is more common than had been. as- 
sumed.*:+ In some instances, pyelone- 
phritis was mistaken for glomerulone- 
phritis, arteriolar nephrosclerosis, and 
healed infarcts. We observed in our au- 
topsy material that, if arteriosclerosis 
were excepted, pyelonephritis was the 
most common disease of the kidney. Our 
studies indicated that ascending infec- 
tion due to obstructive uropathy was the 
most common cause of the disease. Al- 
though some of these infections were he- 
matogenous or lymphogenous, the ma- 
jority appeared to be ascending infec- 
tion via the ureteral mucosa. 

In our series, a fairly large number 
of patients had a diagnosis of chronic 
cystitis over a period of five to ten years. 
Beesam emphasized that chronic blad- 
der infection is not in itself very serious 
but must be considered dangerous as a 
precursor to pyelonephritis.!° 

Another important factor is the de- 
velopment of pyelonephritis associated 
with renal calculi. It remains obscure 
whether the calculi are the cause or the 
result of renal infection, however, it 
may be significant that the majority of 
our subjects with pyelonephritis did not 
have calculi. In our cases, we found that 
the infection could not have been cured 
without removal of the stones and that, 
if the kidney had remained partially ob- 
structed by stones, pyelonephritis or 
septicemia had usually developed. ‘There 
was recurrence of stones in 9 per cent. 

The relationship of chronic pyelone- 
phritis to hypertension is still a debat- 
able matter. In our series, hypertension 
had developed in only 10 per cent of 
patients with chronic pyelonephritis. 

Weiss and Parker have said that the 
chief factor in the elevation of the blood 
pressure is the endoarteritis obliterans 
in chronic pyelonephritis.* On the other 
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hand, Bell? pointed out that the arteri- 
olar changes may be the result of hy- 
pertension and not its cause. Further, 
from the analogy of Goldblatt’s work 
and the lesions in glomerulonephritis 
and arteriolar nephrosclerosis, it seems 
probable that the renal ischemia pro- 
ducing pressure substances is the essen- 
tial factor responsible for the height- 
ened blood pressure in those cases in 
which pyelonephritis and hypertension 
are associated.!! 

However, the total quantity of pres- 
sure substances, especially the sustained 
pressor principle, recovered from the 
kidney has been extremely slight, which 
makes it doubtful that the kidney can 
produce sufhcient quantities to cause 
hypertension. Therefore, some physiolo- 
gists believe that the elevation of blood 
pressure in chronic kidney disease, in- 
cluding pyelonephritis, is not caused by 
secretion of pressure substance by the 
abnormal kidney but is a result of neph- 
ron destruction and failure of the kid- 
ney to perform its normal excretory 
functions.'!? This diversity of views in- 
dicates that the relationship of chronic 
pyelonephritis to hypertension is a mat- 
ter for further study. 
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Care of the elderly in Norway, 


Sweden, and Denmark 


Observations trom a geriatric study tour 


Part 1. Norway 


LEON H. GOLDBERG, M.D. 


NYACK, NEW YORK 


@ One of the principal goals of the peo- 
ple of Norway, Denmark, and Sweden is 
to provide their elderly citizens with the 
best medical service and the best en- 
vironment available. It is a living pro- 
gram in which all of the people in Scan- 
dinavia play a hearty and vital role. As 
the story unfolds, country by country, 
similarities and differences will appear. 
For there is a subtle difference in the 
attitudes and reactions of the Scandi- 
navian peoples as we meet them from 
Kirkenes beyond the North Cape, to 
Stockholm, and to Copenhagen astride 
the Cattegat the Baltic and 
North Seas. 

Vo fully understand the Scandinavi- 
ans’ efforts in caring for their growing 


between 


number of elderly persons we must ori- 
ent our thinking to their way of life and 
not to ours. We cannot think in terms of 
dollars or kroner, but in terms of 
nomic units essential to maintain a dig- 
nified and adequate standard of living 
in a social community. 

Of all the disciplines involved in the 
problem, medicine and economics are 
the two basic and critical The 
physician who is at once a citizen and a 


Cco- 


ones. 


LEON HENRI GOLDBERG /s attending physician and 
assistant pathologist at the Nyack Hospital, 
Nyack, New York. 


Ow 
faces the future with varied degrees 


increasing elderly population 


of misgivings. It becomes us all to 
take the matter to heart and to join 
in an effort to afford the elderly hap- 
piness and well being throughout the 
years left to them. Norway, Sweden, 
and Denmark offer us working pro- 
grams that can guide us in our im- 
mediate and future planning. 


taxpayer is the hub about which the 
wheel of activity revolves. Without his 
active participation, any plan or pro- 
gram formulated for the care of the 
aged cannot be set into motion. 

The itinerary for our Scandinavian 
tour was prepared for us by a travel 
agency. When my wife and I outlined 
our proposed trip, the Voluntary Leader 
Programs Branch of the International 
Educational Exchange Service of our 
State Department wrote our Foreign 
Service and requested that we “be ex- 
tended all possible facilitative assist- 
ance.” Simultaneously, we made per- 
sonal contact with Dr. Erling Christoph- 


‘ersen, the director of the Office of Cul- 


tural Relations of the Royal Ministry of 
Foreign Affairs of Norway and with Dr. 
Nana Svartz of the Karolynski Hospital 
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of Sweden, advising them of our pur- 
pose. 

We enjoyed a spirited time beginning 
with our arrival in Bergen. Dr. Chris- 
tophersen organized a plan of inter- 
views and delegated Mr. Rolf Schoder 
of the United Nations to guide us. The 
Bergen experience was so exciting that 
we continued to ask questions and make 
notes while we journeyed on a West 
Coast Norwegian Packet Steamer, up 
and beyond the North Cape. Fortunate- 
ly, we were able to meet with Dr. Jon 
Ro, the mayors of several towns in the 
fiord areas, retired executives, and own- 
ers of fishing fleets. 

Miss Frances Willis, our ambassador 
in Oslo, Norway, delegated our Informa- 
tion Service to act as our host in Oslo. 
Both in Sweden and in Denmark, our 
Embassy staffs arranged for interviews 
and visits to the varied institutions fon 
the care of the elderly. 


NORWAY 


The people of Norway enjoy a social, 
cultural, and religious homogeneity. 
They consider themselves the direct des- 
cendants of the farmers and the Vikings 
of old and cherish their heritage, history, 
and traditions. One such tradition is that 
of proper care and respect for the aged. 

When the property owner—whether a 
man of the soil, the “creek,” or the sea 
sold his holdings or turned it over to his 
eldest son, he was usually guaranteed 
shelter, food, and clothes for his re 
maining years and a free burial when 
he died. If a man had servants or othe 
employees, he afforded them food, shel- 
ter, and clothing when they could no 
longer work because of age or sickness, 
and burial when they died. 

What the Norwegians are doing today 
is but a continuation of this regard for 
the elderly which they have entertained 
for a thousand years and more. Theirs 
is an historically evolutionary process, 
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undergoing changes only with the de- 
mands of changing times. 


Health Insurance and Pension Plans 


To meet today’s demands the entire 
population of Norway is included under 
a compulsory national health insurance 
program. The sick have free choice of 
physicians and pay from 25 to 33. per 
cent of their medical bills out of their 
private funds. The insurance authority 
refunds the balance. All citizens have 
free hospitalization and medical and 
surgical care while they remain in a 
public hospital. In a few privately 
owned hospitals in which the fees are 
higher, the insured person pays the dif- 
ference. Thus the elderly remain ade- 
quately insured against sickness and 
hospital costs. 

With the exception of the seaman who 
is considered elderly at 60, all those 
reaching the age of 70 come under this 
category. It is predicted that by 1970 
8.6 per cent of the population will be 70 
vears of age and over and that there 
will be 300,000 old people who will 
need special care. 

The problems faced by the people ol 
Norway are not unlike our own. Dr. 
Jon Ro, chief surgeon of the Molde Hos- 
pital, and a member of the board of the 
local 60-bed home for the aged, out- 
lined it graphically. “We are faced with 
an in-law and family problem. The 
daughter-in-law or daughter finds it dif- 
ficult to care for an elderly parent or 
parents. She has her own work to do. 
Home help is scarce and expensive and 
tension mounts. In previous years the 
family looked after their elderly rela- 
tives, but it is not possible today. In- 
dustrialization and urbanization, small- 
er homes, and smaller family units with 
divided economic interests have all pre- 
cipitated this problem into our midst.” 

In a projected ratio of but 9 persons 
between 15 and 69 years to every individ- 
ual over 70 by 1970, the picture assumes 
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critical proportions both sociologically 
and economically. 

‘To meet this situation adequately, the 
Norwegian government has established 
a universal pension scheme which will 
come into effect in January 1959. In its 
revised form, it will give an increased 
allotment to all people over 70, regard- 
less of wealth or income. 

Dr. Odd Bjercke, president of the Nor- 
wegian Medical Association, pointed out 
in an interview that the national pension 
plus the insurance against hospital and 
sickness costs fall short of the needs of 
the elderly in urban centers. In rural 
areas, where there remain adequate 
shelter and food, the pension the elderly 
receive is quite adequate and is regarded 
as an asset to a family social and eco- 
nomic unit. The sum allotted to the eld- 
erly who can take care of themselves 
wholly, or partially has opened the 
doors of many homes in outlying dis- 
tricts to the pensioner who prefers a 
family environment. 

The richer communities, such as Ber- 
gen and Oslo, add a pension allotment 
to supplement the national pension. 
Such centers may or may not apply a 
means test before granting a supplemen- 
tal municipal pension. Community pen- 
sion plans are autonomous, underwrit- 
ten by each community, and are paid 
for by community taxation. 

Thus far the elderly of Norway en- 
joy: (1) a national pension income, 
(2) insurance against sickness and hos: 
pital medical and surgical costs, and 
(3) community pension supplements. 

Government agencies, industrial units, 
merchandising and professional associa- 
tions, fishing, lumber, farm and _ ship- 
ping combines, have established their 
own private pension schemes for their 
employees. 

In 1952, the Norwegian Medical Asso- 
ciation established a compulsory pen- 
sion plan for its members who reach the 
age of 70. Each member pays his or her 


own premium calculated on an actuarial 
base, and the premiums are deducted 
from the income tax. The cost to an in- 
dividual member is relatively small. On 
reaching 70, a physician receives the na- 
tional and professional pensions and en- 
joys sickness and hospital insurance at 
low rates for the rest of his life. 


The Communities Meet the Challenge 


As the increasing need for the care of 
the aged became evident, there came a 
corresponding demand for an organized 
attack upon the problem. A government- 
sponsored committee investigated hous- 
ing, health, and welfare needs, and an- 
other committee of outstanding persons 
in the medical field directed its attention 
toward medical care and the well-being 
of the aged. The result of the activities 
of both committees can now be seen 
throughout Norway, and is especially 
evident in the larger urban centers. 


MOLDE 


Molde, a city of 8,000 and one of the 
richer Norwegian communities, is situ- 
ated in West Norway at the foot of a 
chain of hills to the north and west and 
faces a fiord. The municipality built a 
nursing and residence home for the 
aged. Of the 60 beds, ten are reserved 
for the nursing care of the elderly sick. 
Each. residence unit consists of one 
room, a kitchen, and a lavatory. There 
are a general kitchen, a common dining 
room, a common laundry, a drawing 
room and an extra smoking room. The 
staff consists of 2 resident registered 
nurses and 8 additional help. 

The entire project was financed by the 
municipality oug.of its taxes. A_resi- 
dence law of two years is in effect. “It 
is honored more in the breach than in its 
observance,” commented Dr. John Ro 
and added, “We try to evaluate the per- 
sonal needs of the applicant and not his 
wealth nor his previous residence.” 

As the nationa¥ pension is inadequate 
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This combined residence and nursing home is simple, adequate, 
and economical in plan and maintenance. 

It is serviced by spacious elevators. 

The patio is a favorite spot for visiting and for 

enjoying the coffee and cake which is 

served there on pleasant days. 


The Domkirke Home the Elderly 


The chapel. 











Lounge orl 
All furn 
mintings were 
by the ce 


Sponsoring 

















1 residence unit. 
The bed is the only piece 
of furniture provided 

by the Home. 

Other furnishings are 
provided by the occupant. 


1 #-bed nursing room 






where ambulation is 
encouraged and practiced. 





Beds are designed 






for ease in bedmaking 







and in moving the patient. 
Bedlamps throw a 
nondiffuse light for 
reading and, from anothe) 







switch, are used 






as signals to the 






nursing section, 









4 Lounge or living room, 
11l furnishings and 
Paintings were contributed 

by the congregation 
sponsoring the Home. 














to meet the cost of the operation and the 
maintenance of the home, and as many 
of the elderly have no other source of 
income, the municipality meets the defi- 
cit. These persons who have additional 
incomes meet the deficit up to the cost 
level. All the pensioners receive about 
10 per cent of their pensions as spend- 
ing or pocket money over the year as a 
monthly refund. 

A physician under contract’ makes 
rounds once a week. Otherwise, the resi- 
dents may choose any physician they 
please to care for them at the Molde 
home. All medical fees are paid out of 
the insurance fund. 


BERGEN 


Bergen is the second largest city in Nor- 
way, with about 115,000 inhabitants— 
7,000 of whom are pensioners over 70. 
Three nursing homes and four resident 
homes are under a single administrative 
head and department. The 100-year-old 
General Hospital has been converted into 
a 200-bed nursing home. An addition, 
which will be completed in 1959, will 
afford an extra 162 beds. The new build- 
ing will have light, airy rooms into which 
oxygen will be fed via copper tubing, 
wide corridors with ample space for bed 
and stretcher maneuvers, and = multi- 
purpose bed lamps. 

However, the old = structure affords 
ample, light, and adequate facilities for 
the elderly sick. Dr. Per Frank Iversen, 
a specialist in internal medicine, is the 
medical director. While making rounds, 
he pointed out several of the pathologic 
states under his care. There were several 
patients with metastatic cancer who had 
been transferred from a general hospi- 
tal; patients receiving amputee training 
and arthritic patients undergoing reha- 
bilitation; and others with such condi- 
tions as myxedema, Still’s disease, he- 
reditary telangiectasia, parkinsonism, 
multiple sclerosis, amyotrophic lateral 
sclerosis, and diabetes mellitus. 
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A seaman whose spinal cord was sev- 
ered in a brawl in an American seaport 
and whose lower extremities remained 
paralyzed, was in a wheel chair being 
shaved by an orderly. 

“Of course, I like it here very much,” 
was his response to a general query. “It 
is my home and a good home it is. I am 
very happy here, as happy as any man 
can be with a pair of useless legs,’’ he 
added cheerfully. 

The new plans for this institution call 
for a 50-bed unit devoted to research in 
geriatric medicine and some moderniza- 
tion of the old structure. The combined 
units will accommodate 350 elderly pa- 
tients in need of nursing care. To afford 
that number adequate medical care, Dr. 
Iverson will have a staff of two residents 
and three interns to work with him and 
under his guidance. When completed, 
the Bergen venture will serve as a model 
for the rest of Norway. 

Two other smaller nursing homes of 
32 and 38 beds, respectively, are under 
municipal management. 

The city of Bergen meets all deficits in 
the operation and maintenance of its 
municipal institutions for the care of the 
elderly. However, beyond the income 
from the national pension it applies the 
means test to any applicant. A lien is 
taken on personal property a_ patient 
may have and the deficit up to the cost 
of a bed is derived from the individual's 
estate after his or her death. 

As a private venture the congregation 
of the Domkirke and the Lions Club of 
Bergen united and from voluntary con- 
tributions from their members built the 
Domkirke Nursing Home. A retail trade 
association helped to finance the project 
by lending money without interest on 
the stipulation that 23 out of the 85 beds 
be reserved for its own elderly mem- 
bers or their wives. 

This is a combined nursing and resi- 
dence home. Most of the residents can 
pay for their board out of their national 
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pensions and private funds. The deficits 
incurred by the few who cannot are met 
by the municipality. 

The staff of this 85-bed home consists 
of 1 R. N. supervisor and manager, 4 
registered nurses, 4 student nurses, 4 
night attendants, 8 girl houseworkers, 8 
kitchen workers, 3 laundry workers, and 
1 man for grounds and building. This is 
a high ratio, to be sure. The usual ratio 
in Norwegian homes for the elderly is 
| staff member to every 4 residents. 

One week before we visited the home, 
the local school orchestra played a con- 
cert for the residents while they enjoyed 
their afternoon coffee in the sun over- 
looking a well-kept flower garden. 
Whether it is a municipal or a private 
home, both community and private or- 
ganizations make it their business to 
make life pleasant and happy for the 
elderly. 

A recent survey by the Bergen Geron- 
tological Committee indicates the need 
of 7 nursing and 3 resident beds for 20 
per cent of the population over 70. The 
present facilities of 1,517 nursing and 
resident beds are proving inadequate. 


OSLO 


Oslo, the capital of Norway, is a grow- 
ing industrial, mercantile, financial, and 
shopping center of 450,000 people. ‘To 
meet the problem of its large numbers 
of elderly persons, the Lutheran con- 
eregations, the Norwegian National ‘Tu- 
berculosis (N.N.T.A.) and Public Health 
Association, and the municipality co- 
ordinated their efforts so that their op- 
erations do not overlap. 


Gerontologic Centers 


The N.N.T.A., which was formed in 
1910, is a private philanthropic associa- 
tion, which is aided in its present goal 
of keeping the elderly in their own 
homes as long as possible by the Wom- 
en’s Public Health Association of Nor- 


way, another group of voluntary work- 
ers. They believe that this is the most 
practical and economic arrangement and 
that the elderly feel happier in their 
own homes. 

Predicating their activities upon that 
belief, they established 4 gerontolog- 
ical institutes in the densely populated 
areas of Oslo, each serving over 3,000 
persons. One similar center is operated 
by a missionary unit of the Lutheran 
Church and another by the Salvation 
Army. These 6 centers serve 22,000 older 
persons. It is felt that 3 more such cen- 
ters will be needed in the near future. 

Once a center is established, a letter 
is sent to each older person in the area, 
describing the facilities available and 
inviting him to call. Those persons who 
do not respond are visited by a social 
worker. Before long the workers at the 
center and the elderly of the area come 
to know each other intimately. 

“We feel it is most important to locate 
our centers within easy accessibility of 
the elderly in that area,” commented 
Mrs. Laila Stub, director of the Oslo 
Krets. “We furthermore feel that it is 
equally important to establish close and 
intimate contact with them. Although 
our center is of but recent origin, we 
discovered that our elderly consider it a 
happy social event to come to us for the 
services we offer. Our most successful 
venture is hair washing. Many elderly 
patients like hairdos and they pay for 
this special service. We like them to pay 
for as much as they can afford.” 

The elderly purchase material from 
the center for handicraft if they wish. 
A hobby room in which quite a number 
of finished products are exhibited is at 
their disposal. The center purchases 
their handiwork. 

_ Dr. Odd Klovstad of the Geriatric De- 
partment of the Ulleval Municipal Hos- 
pital in Oslo noted that the elderly liv- 
ing alone in their own homes do not eat 
properly and that many suffer from pro- 
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tein and iron deficiency. To prevent such 
malnutrition, the center purchases food 
from a municipal market, cleans and 
wraps the portions ordered, and_ sells 
them three times a week at cost. 

A group of women volunteers act as 
food dispensers. The able-bodied elder- 
ly bring their pots and pans to the cen- 
ter and carry them back filled with 
good, nourishing, and _ selected food- 
stuffs, sold to them at cost. The food is 
delivered to those persons who are un- 
able to pick it up themselves. Last year 
82,667 such meals were ‘picked up; 
8,551 were delivered. This aspect of the 
center’s work has become a social event 
to which the elderly persons look for- 
ward eagerly. 

Another group of women volunteers 
makes friendly calls upon the elderly in 
their homes; another group furnishes 
clothes repair service. 

There is a home help office at each 
center, which is under that center’s juris- 
diction. Up to 1956 the centers paid for 
this service, but the cost became too 
much of a drain on their treasuries. 
Since then the municipality pays two- 
thirds of the cost of such service for 
those old people who can no longer look 
after their own homes. A maximum of 
twelve hours a week is allowed to each 
home, whether the occupant is married 
or single. Those who can afford to do so 
pay varying rates up to the full cost of 
the service. 

A chiropodist is employed at the cen- 
ter at less than the rates prevailing in 
private practice. The old people receive 
one treatment every six weeks at the 
maximum and pay 70 per cent of the 
cost of this service, with the center pay- 
ing the balance. 

There is a bathroom at the center with 
an attendant to help the old people in 
and out of an elevated tub. 

A scientific research team composed 
of a physician, one psychologist, one 
sociologist, and one statistician is em- 
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ployed at the center and supported by 
the national association. Its purpose is 
to evaluate present operations, chart 
trends, and recommend new approaches. 


Housing 


When, upon investigation, it was found 
that the able-bodied old people lived in 
poor, antiquated flats for which they 
paid a rental out of proportion to their 
total income, the municipality also un- 
dertook the project of affording the eld- 
erly better housing at reasonable rent. 
Since the war, 14 units containing 1,766 
flats have been erected by the city. The 
project calls for a total of 2,500 such 
flats within the next few years. 

Each unit has central heating, eleva- 
tors, garbage chutes, an electric laundry, 
hot and cold water, a hobby room, and 
a large hall with attached kitchen and 
cloakroom in which birthday celebra- 
tions and other social events are held. 
The flats have individual or common 
balconies so that the residents can take 
full advantage of the sunshine, which is 
a rare commodity in Norway. 


Each flat consists of 2 rooms, toilet 
facilities, a built-in clothes closet and a 
kitchen. The area of a flat for a single 
person is about five-sixths of that for a 
married couple. In line with prevailing 
statistics, about 20 per cent of the flats 
are reserved for married couples. When 
either one of a married couple dies, the 
survivor is obliged to move into a flat 
designed for a single person. 

To be eligible for a flat, the applicant 
must be in apparent good health, must 
be able to care for himself and his home 
without outside help, and must agree to 
be moved to a nursing home when no 
longer able to look after himself. 

Beginning in the summer of 1958, a 
registered nurse will have regular office 
hours in each building of flats for the 
elderly. She will act as a_ professional 
advisor and as the intermediary between 
the tenants and the administration. 
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Nursing Homes and Hospitals 

“The patients are staying too long in 
this hospital,’’ commented Dr. Odd 
Klovstad, the assistant to the director of 
Ulleval Municipal Hospital. “There is a 
scarcity of available beds in permanent 
nursing homes and residence homes for 
the elderly.” 

The Norwegian National Hospital As- 
sociation, meeting in Tromsa between 
June 24 and 27, 1958, came to the same 
conclusion. Home nursing care, a serv- 
ice which has been in operation over one 
hundred years, is proving woefully in- 
adequate. “We need more nurses with 
warm hearts and special interest in home 
care for the elderly,” said Dr. john Ro 
of Molde. 

The conference recommended the 
building of more nursing homes to af- 
ford the elderly continued and adequate 
medical care. It reasoned that, from a 
purely economic view, it would be much 
less expensive to build nursing bed ac- 
commodations than to add 
more hospital beds. 


more and 

As I have noted previously, 20 per 

cent of the old people over 70 need care 
because of feebleness. Seventy per cent 
of this group need nursing bed care. 
_ Tassen Home for the Elderly. ‘This 
home, built by the Oslo municipality in 
1939, but requisitioned by the German 
military during the war, has a total ca- 
pacity of 114 beds, 70 of which are in 
the residence units and 44 are used as 
nursing beds. It has light, ample sitting 
rooms and parlors, common dining 
rooms, a large general kitchen, and cen- 
tral laundries. Because of its size, it has 
the atmosphere of a hotel, and lacks the 
intimacy of more compact institutions. 
It is serviced by about 38 people, or 1 
to every 3 occupants. 

Oslo Municipal Home for the Elderly. 
This home at Oekernvegen is a dream 
architecturally but a brainstorm as a 
practical measure. It forms a rectangle, 
three sides of which are single-story 


units, facing a landscaped courtyard. Its 
corridors are wide and long. “You need 
a bicycle to get around them,” com- 
mented the nurse supervisor and admin- 
istrator. 

Of the 124 beds, 26 are for nursing 
facilities, and 98 for residence beds. 
Nursing units have capacities of 1, 2, or 
{ beds. Resident units consist of one 
room with lavatory for single persons 
and two rooms with lavatory for mar- 
ried couples. Most of the residents are 
too feeble to help themselves. A few so 
capable can give no adequate reason for 
coming to live here. It is suspected that 
the high cost of maintaining a home and 
unavailability of domestic help drive 
people to such institutions. 

In the Tassen Home and in this home, 
both municipally owned, the elderly 
prefer to sit around in their spacious sit- 
ting rooms in little groups. The women 
knit and do other needlework. The men 
spend their time in walking about the 
grounds or through the corridors or in 
playing cards. A handicraft teacher who 
calls once a week is not very popular. 

Fagerborg Home. This institution was 
built by voluntary contributions from 
the members of the Fagerborg Luther- 
an Church. The congregation contrib- 
uted 60 per cent of the cost of construc- 
tion; the Oslo municipality guaranteed 
a private bank loan to make up the bal- 
ance. At its completion in 1957, the mu- 
nicipality rented the institution from the 
congregation at a yearly rate which is 
adequate to amortize the loan over a 
twenty-year period. 

This home, with 32 nursing beds and 
54 residence units, is primarily for the 
convenience of the church members, but, 
if space is available, it is open to any 
applicant. The residents appear to be 
people of private income or with a mod- 
erate amount of capital. 

There is no organized attempt at oc- 
cupational therapy, but there is a hobby 
room. At a loom sat an 85-year-old 
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physician’s widow. “I am modern,” she 
said, as she pointed to a floor rug woven 
in a modern design. “I am quite at home 
here and am very happy. I have angina 
pectoris,” she concluded in a matter-of- 
fact tone. 

A 92-year-old lady, widow of a New 
York factory employee and a resident of 
Norway for the last twenty years com- 
mented gaily, “I go window shopping 
and look over everything in the big 
stores. I find pleasure in occupying my- 
self so. I am very happy here. I am free 
to choose my own companions.” 

This, like the other institutions, is sim- 
ply landscaped with a garden in bloom 
in season. The nurse supervisor demon- 
strated the ease with which a sick bed 
could be rolled out of its room, through 
wide corridors, and onto the balcony 
for fresh air and sunshine. 

Norstrand Home. This denomination- 
al institution, completed in February 
1958, was built on land donated by the 
municipality. “'wenty-five per cent of 
the building cost was met by the Nor- 
strand congregation, 40 per cent by a 
bank loan guaranteed by the city of 
Oslo, and the remaining 35 per cent by 
an unguaranteed loan. The institution 
pays interest on this unguaranteed loan 
as a priority and the municipality amor- 
tizes the guaranteed loan over a twenty- 
vear period. 

The Norstrand congregation plans to 
use this present home as an exclusive 
nursing unit of 50 beds and more, and 
to add another structure of 36 one-bed 
resident units. For the occasional elderly 
couple, there will be a connecting door 
between two rooms. 

“Tf the congregation is able to raise 
the necessary funds, we will complete 
the new section in 1960,” said the head 
nurse. She had just returned from the 
dining room from which came the sound 
of clear old voices singing a short grace. 

Ulleval Hospital. ‘The geriatric de- 
partment, an integral part of the Ulleval 
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Hospital of Oslo, has a total capacity of 
183 beds devoted to the care and reha- 
bilitation of the elderly hemiplegics and 
the benign mentally confused. It is at 
this institution where the “patients stay 
too long,” according to Dr. Odd Klov- 
stad, the assistant to the director, and 
where so many of the elderly have been 
found to suffer protein and iron defi- 
ciencies. It has an excellent medical and 
surgical staff augmented by skilled spe- 
cialists. 

One department is devoted to physio- 
therapy and rehabilitation; another to 
occupational therapy. Ceramics, loom 
weaving, basket weaving, painting, nee- 
dlework, and the making of mobiles are 
popular hobbies. 

A statistical baseline over a period of 
several years indicates a constancy of 25 
per cent deaths, with 35 to 40 per cent 
of patients rehabilitated to the degree 
that they can be absorbed by nursing or 
resident homes. It is the constant popu- 
lation of about 40 per cent that “stays 


too long. 


National Planning 
In Norway as a whole, 50 per cent of 
the population is covered by supplemen- 
tary pensions granted by the municipal- 
ities in addition to the national pension. 
Management and labor are now work- 
ing out a pension plan for 700,000 Nor- 
wegian employees, which is planned to 
be put into effect in 1960. 

Mr. Agnar Kringlebotten, the general 
secretary and chief of the Ministry of 
Social Welfare, noted that all private 
pension schemes are evaluated by his 
office. Because the premiums the em- 
ployees pay are tax free, the govern- 
ment stipulates that an employee enjoy- 
ing the privileges of a private pension 
scheme can never lose his rights to his 
accrued pension benefits. If he transfers 
from one job to another, or from one 
industry to another, the pension pro- 
gram is transferred with him. 














“The ideal goal of keeping the elderly accommodations for resident nurses and 
in their original milieu of a representa- other help, sanitation, and equipment. 
tive population group is presently gain- 
ing momentum,” said Mr. Kringlebot 
ten. “We try to encourage the munici- 
palities and other communities to build 
flats for the elderly. Such flats should 
rent for not more than 10 per cent of 
the income of our elderly citizens. There 
is now under consideration a proposal 
that the National Government take on 
some of the financing of this project.” 

The Director of General Health Serv- 
ices of Norway acts in an advisory ca- 
pacity to the National Government. Dr. 
John Bjornsson and his department 
have no executive functions. However, 
before a community or an organization 
can borrow money for building a nurs- 
ing or resident home for the elderly, the 
drawings and plans must be submitted 
to this directorate for review and ap- 
proval. ‘Evaluated are (1) the ratio of 
nursing beds to the number of resident 
beds essential to that area, (2) ade. 
quacy of space for each nursing bed 
planned and facilities for nursing care, 
and (3) technical details, such as ample (Part IT will follow in the February issue.) 


During the war all homes for the eld- 
erly as well as all other buildings above 
the Arctic circle in Norway were burnt 
to the ground by the retreating German 
armies. This grievous interruption in 
the evolutionary process seems to have 
modified the Norwegian approach to the 
problem of the care of the elderly. 

The main emphasis beyond the one of 
“keeping the elderly at home as long as 
it is possible” is to afford the feeble and 
the sick adequate residence and nursing 
home facilities. Since adequate medical 
care can be given in a nursing home, 
and as construction of nursing bed units 
is more economical than that of hospi- 
tals, the combined nursing home and 
residence appears to be the most work- 
able plan in that country. 

The Norwegian Gerontological Soci- 
eties have said they would like 10 beds 
for every 100 persons of 70 or over. They 
believe that, of 10 such beds, 7 should 
be reserved for nursing care. 


SPREAD OF METASTASES from malignant cylindromata of the parotid 
gland to lungs and bones often takes place without affecting regional 
lymph nodes. Difficulties besetting differentiation from benign mixed 
tumors include slow growth of the lesion over a period as long as 
twenty years, frequent recurrences separated by long intervals, and 
metastatic involvement of structures below the clavicles without ap- 
pearance of symptoms until years later. 

In contrast to the aching discomfort of common mixed tumor, the 
pain of invasive neoplasm is lancinating or stabbing and is often ac- 
companied with facial muscular weakness. Because of the innocent 
appearance of cylindromata, the possibility of malignancy should be 
borne in mind in cases involving the salivary glands, and_ sections 
should be examined microscopically at operation; the histologic struc- 
ture is distinctive. 


R. W. BUXTON: Cylindromatous salivary gland tumors. Maryland M. J. 7: 357-362, 
1958. 
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Vaginal hysterectomy 


in the geriatric patient 


F. |. HOFMEISTER, M.D., 
and ANDREW BOYD, M.D. 


MILWAUKEI 


@ In The Aging Population, Lewis 
states that by the sixty-fifth year wom- 
en have outlived men by a ratio of 2 to 
1.1 The average lifetime of white wom- 
en has been raised to 73 years since 
1900. 

Not only has the lifetime of women 
been extended, but there has been 
marked improvement in the physical 
and mental preservation of the average 
woman of 65 or 70. Twenty to thirty 
years ago a woman of 50 was consid- 
ered old and was reconciled to old age; 
today it is frequently necessary for a 
widow past 60 to continue employment 
and social activity. A new philosophy to- 
ward aging has resulted. ‘Today's wom- 
an will no longer accept infirmity re- 
sulting from an anatomic defect or be 
satisfied by support offered by a “glass 
ball,” a doughnut pessary, or a Gell- 
horn pessary. Nothing but surgical cor- 
rection will be accepted. Sufficient pro- 
ductive life can be anticipated after age 
65 to justify the patient’s expectations. 


Surgical Corrections 
When considering surgery in the geri- 
atric patient, accurate total medical 
evaluation is of primary importance. At- 


F. J. HOFMEISTER is chief of the Department of 
Obstetrics and Gynecology, Milwaukee Hospital, 
and associate professor of obstetrics and gyn 
ecology at Marquette University. ANDREW BOYD 
is resident physician in obstetrics and gynecology 
at Milwaukee Hospital. 
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The changing concept of care of the 
geriatric patient is reviewed, stressing 
the importance of thorough medical 
evaluation and preparation and of 
proper choice and administration of 
anesthesia. The results of vaginal 
procedures performed in 81 geriatric 
patients are discussed, with descrip- 
tions of various modifications in tech- 
nic. Experience indicates that geri- 
atric tolerance to surgical correction 
is equal to that of younger patients. 


tempts must be made to compensate for 
any cardiac deficiencies. Nutritional in- 
adequacies and anemias should be cor- 
rected by vitamins and iron as indicated. 
Saline douches and vaginal creams con- 
taining estrogens are prescribed as top- 
ical applications when necessary to cor- 
rect atrophic vaginitis. Preliminary ex- 
amination and preparation must include 
a careful evaluation of the cervix by a 
cervical Papanicolaou smear and—in 
our practice—the endometrial cavity by 
endometrial sampling or an endometrial 
Papanicolaou smear. ‘I'wenty per cent of 
endometrial malignancy treated in our 
office was asymptomatic and unsus- 
pected. Cases in this group were de- 
tected only y this routine procedure. 
The fragile patient should be given the 
benefit of several preoperative hospital 
days of rest, observation, and_prepara- 
tion. 
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The actual surgical procedure pre- 
sents several problems. ‘The most dis- 
turbing are the operative time required 
by the procedure, the individual pa- 
tient’s reaction to the anesthetic agent, 
and the type of procedure to be _per- 
formed. 

The hazards of operating time and 
anesthetic administration have been 
minimized as the result of the develop- 
ment of more exacting anesthesia tech- 
nic and administration by well-trained 
physician-anesthesiologists. The usual 
anesthetic agents used at Milwaukee 
Hospital are Pentothal Sodium, nitrous 
oxide, and oxygen. None of the opera- 
tive procedures are done under region- 
al anesthesia. 

Carroll and Stoddard reported a_pe- 
riod of five years during which 112 
women over the age of 70 were sub- 
jected to major surgery by the ‘gyneco- 
logic staff at the Milwaukee Hospital.* 
There were no postoperative deaths, and 
the complications were not unlike those 
encountered in the younger age groups. 
The results were attributed to careful 
preoperative and postoperative medical 
care and especially the excellent quality 
of the anesthesia used. In 80 of these 
patients, vaginal repair, with or without 
hysterectomy, was performed. These re- 
sults were similar to those recently re- 
ported by Dr. Joe Pratt of the Mayo 
Clinic.’ This series of 324 vaginal hys- 
terectomies performed on patients 61 to 
85 years of age resulted in few complica- 
tions and no mortality. 

On the senior author’s service at Mil- 
waukee Hospital, we have established 
the rule requesting a medical anesthesi- 
ologist for every patient above 65 years 
of age or for any patient with a history 
of cardiac or pulmonary pathology. We 
believe this is important in determining 
the final results. 

In considering the operative proce- 
dure to be used, we feel that, when an 
age group is involved in which child- 


TABLE 1 


AGE DISTRIBUTION OF PATIENTS IN 
GERIATRIC GROUP 








No. patients Ige 
99 65 
7 66 
7 67 
3 68 
10 69 
{ 70 
5 71 
6 72 
{ 73 
3 74 
2 75 
l 76 
9 78 
l 79 
l 80 
1 82 
l 84 
l 89 
Fotal 81 
rABLE 2 


SURGICAL INDICATIONS 





Pathology No. of patients 
Prolapse* 71 
Cystocele 2 
Enterocele l 
Postmenopausal bleeding, benign 3 
Carcinoma in situ, cervix 1 


Rectocele with postmenopausal bleeding | 


Rectocele with fibroids l 
Cystourethrorectocele ] 
Total 81 





Enterocele was frequently a complicating fac 
tor in cases of prolapse. 


bearing is not a factor, vaginal hyster- 
ectomy and repair should be done. This 


‘takes precedence over other combina- 


tions of plastic procedures which at- 
tempt to preserve the uterus or cervix. 
The plastic repair, however, may vary 
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TABLE 3 


SURGICAL PROCEDURES CARRIED OUT 





Procedure No. of patients 


Vaginal hysterectomy I 
Vaginal hysterectomy and anterion 

and posterior repai 14 
Vaginal hysterectomy and posterioi 

plastic repair ) 
Anterior and posterior repair 5 
Removal of stump and anterion 

and posterior repaii 3 
Removal of stump and partial 

Le Fort 5 


Vaginal hysterectomy and_ partial 


Le Fort 14 
Repair and partial Le Fort 
of vagina 3 


Vaginal hysterectomy and vaginectomy 


Total 81 





All patients had dilatation and curettage on 
curette evaluation of the cervical stump. Con 
comitant salpingo-oophorectomy was done in 
14 and vaginal appendectomy in 1. 


CABLE 4 


GYNECOLOGIC SURGERY ONE TO 


PHIRTY-FIVE YEARS PREVIOUSLY 





Procedure No. o 


patients 


Vaginal hysterectomy and_ plastic 
repail 1 
Suspension sd 


Watkin’s operation 


Manchester operation 3 
Vaginal plastic repair 2 
Subtotal hysterectomy 8 
Salpingo-oophorectomy I 
Vaginal appendectomy l 

Potal 23 


from the usual type to partial Le Fort 
procedures or complete vaginectomies, 
depending upon individual problems. It 
is our present opinion that, when a radi- 
cal plastic procedure is indicated, the 
vaginectomy will replace the Le Fort 
method in our practice. 
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Review of Cases 
During the past twelve years, the senior 
author performed vaginal procedures 
on a total of 803 patients, of whom 81, 
or 10 per cent, were 65 years of age or 
older. We do not consider the geriatric 
period to begin as early as 60 or 61 
years of age. Tables 1 through 4 present 
the statistics on these 81 patients. 

In three instances, secondary proce- 
dures were done for partial failures or 
incomplete results. One of the patients 
in our series submitted to a contem- 
plated secondary procedure, a Marchetti 
procedure. When evaluating the patho- 
logic condition of a patient and arrang- 
ing for surgery, we often inform her 
that, if pathology is found to be exten- 
sive, a secondary procedure may be nec- 
essary. In the entire series of 803 cases, 
there were no postoperative deaths. 

In the geriatric group, there were 20 
instances of morbidity as indicated by 
a temperature of 100.4° C. on two suc- 
cessive days. In 4 of these patients, the 
morbidity was due to urinary infection, 
in 10 it was recorded as due to infected 
serum pockets, and in 6 the cause was 
listed as unknown. We recognize the 
fact that extensive plastic procedures 
must necessarily be followed by a great- 
er morbidity. We do not agree, however, 
with the presently accepted standards of 
morbidity as indicated by a temperature 
of 100.4° C., and join others who await 
a new, more realistic definition. 

There were no serious postoperative 
complications. In only one of these 
cases was the bladder opened during 
vaginal hysterectomy. Immediate repair 
was done, and the routine Foley cathe- 
ter was inserted. The patient suddenly 
jumped out of bed on the first post- 
operative day, presumably while dream- 
ing, and forcefully pulled out the cathe- 
ter. The repaired bladder area was de- 
stroyed, and a vesicovaginal fistula de- 
veloped, which was successfully _ re- 
paired at a later date. 














A minor, most persistent complication 
was urinary retention past the tenth 
postoperative day or five days after the 
designated time for routine removal ot 
the Foley catheter. Such retention oc- 
curred in 31, or 38.6 per cent, of the 
patients. One outstanding impression 
gained was the extreme tolerance of dis- 
comfort in this age group as compared 
to patients of a younger group. One pa- 
tient had anginal attacks, and one pa- 
tient evidenced signs of coronary insuffi- 
ciency during the postoperative period. 


Surgical Judgment 


If there is one constant factor that sur- 
rounds vaginal surgery, it must be that 
there is no singular way to execute suc- 
cessful vaginal operations. The varying 
procedures listed in the statistical in- 
formation emphasize this fact (tables 3 
and 4). 
originality of thought and improvisions 
of technic. This flexibility often makes 
for success where hard and 


This type of surgery ‘requires 


fast adher- 
ence to rules may mean failure. 

Another fundamental requirement 
for good results is that the vaginal route 
must be approached with confidence 
that any accidentally found adnexal 
pathology can and should, in the major- 
ity of instances, be dealt with vaginally. 
If this is found to be technically impos- 
sible after adequate exploration, good 
surgical judgment should require the 
desist. The 
technically possible portion of the vagi- 
nal procedure should be completed, and 
the abdominal cavity should be entered 
immediately so that pathologic adnexa 
can be safely and completely removed. 
It may be safer to do this as a second 
procedure at a later date. Under all cir- 
cumstances, foolhardy persistence at the 
expense of the patient’s life must be 
avoided. The attitude of 
logic surgeons, which results in the sur- 
geon superficially considering the ques- 
tionable status of the adnexa as harm- 


operating gynecologist to 


some gyneco- 


less, is not excusable. The patient pays 
an expensive penalty because this ad- 
nexal pathology was discovered during 
a vaginal procedure. Complacent  sur- 
geons have been known to shrug off 
such situations with resultant 
phies. Some of 


catastro- 
these patients subse- 
quently expire from ovarian malignan- 
cy, and the apparently poor results are 
erroneously credited to the fact that the 
procedure was done vaginally. Under 
no circumstances should the gynecologic 
surgeon ignore as harmless any adnexal 
pathology or normal adherent adnexa 
which cannot technically be dealt with 
vaginally. 

The vaginal procedures employed by 
the authors are founded on the funda- 
mentals described by the master vaginal 
surgeon, the late Dr. N. S. Heaney. Var- 
iations suggested by Drs. Ed Allen, A. 
Kantor, and F. O. Priest have been em- 
ploved. We have further created varia- 
tions which we feel have contributed to 
our results. 


Technical Aids 
It would be redundant to repeat each 
step of the technic; however, points that 
have impressed us are noted for em- 
phasis. 

@ Paul Hodgkinson has stressed in 
personal conversations that the vaginal 
hysterectomy and complete repair are, in 
effect, a combination of three total op- 
erations, including (1) the dilation 
and curettement and vaginal hysterecto- 
my, (2) the cystocele and urethrocele 
repair, and (3) the rectocele and entero- 
cele repair. This concept, which we en- 
dorse with enthusiasm, is especially val- 
uable when operating on the geriatric 
patient. At times, because of a sudden 
reversal of the older patient’s physical 
status, the operation must be completed 
as quickly as possible. The total proce- 
dure can be stopped at any one of the 
three without jeopardizing the 
patient’s life or the ultimate result. 


stages 
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Completion of the planned operative 
procedure can be postponed until the 
patient’s condition has totally improved. 

@ When freeing the bladder flap by 
blunt dissection, the operator should 
not deviate too far laterally as unneces- 
sary and troublesome hemorrhage will 
result. 

@ Do not persist in the attempt to 
enter the anterior cul-de-sac. If the blad- 
der is pushed high, it can be held out 
of the field with a Heaney retractor. The 
posterior cul-de-sac is usually entered 
easily. The hysterectomy can proceed as 
usual until the anterior vesicouterine 
plica of peritoneum is visualized. The 
anterior cul-de-sac can then be entered 
with impunity. To persist blindly jab- 
bing and poking, as some operators do 
at the start of the operation, will result 
in a high incidence of bladder injury 
and unnecessary bleeding. 

@ We use No. 0 chromic catgut to 
ligate all pedicles. The suture transfixes 
the pedicle in a figure-of-eight manner by 
piercing the distal portion, then the 
medial portion twice, and then the prox- 
imal portion. We believe this insures 
hemostasis and protects against post- 
operative hemorrhage and morbidity. In 
only 6 instances in these 81 cases were 
transfusions necessary. In the total of 
803 cases, transfusion was employed 40 
times. 

@ Closure of the vaginal cuff is ef- 
lected by No. | chromic catgut. ‘This in- 
surance is necessary since the lateral su- 
tures are under great tension and are 
used to incorporate the ligament pedi- 
cles into the corner of the vagina. We 
have altered the closure as described by 
Heaney by having the midline sutures, 
which are also of No. 1 chromic catgut, 
incorporate the uterosacral ligaments 
into the midline of the vagina. 

@ Further change has been made, 
and is advised, by using an additional 
piece of No. 1 chromic catgut to approx- 
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imate both uterosacral ligaments and 
plicate the cul-de-sac peritoneum when 
a cul-de-sac defect (potential enterocele 
or actual enterocele exists) . This is simi- 
lar to the technic described by McCall 
but is not as extensive. This additional 
suture is permitted to remain long and 
can be used to bring this bundle of uter- 
osacral ligaments under the bladder, 
when indicated in the patient with a 
huge cystocele. 

@ The para-uretheral fascial and vesi- 
cal fascial stitches are of No. 00 chromic 
catgut and are placed as interrupted 
stitches. 

@ The anterior mucous membrane 
sutures are placed as interrupted figure- 
of-eight stitches so that the maximum of 
dead space is eliminated. 

@ The posterior repair is always 
done as a_ posterior colpoperineorrha- 
phy, and, therefore, excision of the mu- 
cous membrane extends from the peri- 
neum to the closure sutures of the vault. 
Where large defects are present with 
good supportive structures, the usual 
posterior repair is done. We advise an 
hourglass excision of the vaginal mu- 
cous membranes as advocated by Wa- 
ters.” The mucous membrane edges are 
approximated by locked stitches. ‘The 
apex stitches incorporate the uterosacral 
bundles from the vaginal side. Posterior 
wall supportive stitches of No. 0 chro- 
mic catgut are placed parallel to the line 
of incision through the levator fascia to 
approximate the levator bundles, where 
there is great redundancy, this can be 
done in two layers. Additional support 
can be gained by plicating the para- 
rectal fascia as a purse string suture to 
reduce the size of the rectal wall defect. 
The perineum can be closed vertically 
in these patients in spite of the high 
perineal bridge. 

@ Where potential support seems 
only moderate and where there is no ac- 
tive sex life, success of the procedure 
can be insured if the upper one-third 
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portions of the anterior and posterior re- 
pairs are closed as a modified Le Fort 
procedure. This insures stability but ma- 
terially shortens the vagina. 

In the few cases where advanced age, 
no sex activity, very poor supportive 
structure, and a potential hazard of a 
possible repeat procedure exists, the 
vaginal hysterectomy, urethroplasty, and 
levator approximation is associated with 
a total vaginectomy with very gratify- 
ing results for the operator and, more 
important, for the much relieved patient. 


Postoperative Care 


Postoperatively, the Foley catheter is 
placed in the bladder for five days, with 
continuous drainage advised for the first 
three days and intermittent drainage the 
fourth and fifth days. The catheter is 
removed on the fifth day. The bladder 
is catheterized on distress or every eight 
hours if not distressed. The patient is 
advised to drink about four 6-0z. glasses 
of water daily in addition to liquids on 
the tray. Early ambulation depending 
on the comfort of the patient is advised 
starting on the first postoperative day. 
Infrared radiation to the perineum from 
a Zolite lamp is started immediately, and 
warm sitz baths are started on the third 
day. The patient is given Gantrisin un- 
til the normal reflex. returns. 
This has been found to be eftective but 
is done contrary to the advice of intern- 
ists who feel chemotherapy should be 
withheld until actual infection exists. 


urinary 


Despite all therapy, the most common 
of all complications, urinary retention, 
or the inability to void within five days 
after removal of the catheter or before 
the tenth postoperative day, still is a 
problem. When the discomfort and the 
edema of repair decreases, urination 
will start spontaneously. Contrary to the 
senior author’s initial indoctrination, 
which insisted that the residual must be 
as low as 30 cc. before the patient is 
discharged, we permit the patient to go 
home with a residual of 6 oz. There have 
been no complications. 

The same careful medical evaluation 
and observation is essential in the post- 
operative period as was necessary dur- 
ing the period of preoperative prepara- 
tion if consistently good results are ex- 
pected in this age group. 

The patient is requested to report for 
postoperative evaluation 
after the operation. 


eight weeks 


From the Departments of Obstetrics and Gyne 
cology of the Milwaukee Hospital and Marquette 
University. 
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A resident-directed adult study program 


in a home for the aged 


HERBERT SHORE 


DALLAS 


@ The medical and nursing staff of The 
Dallas Home for Jewish Aged has long 
recognized a relationship between the ac- 
tivity program and concern with phys- 
ical complaints. However, most activ- 
ities were geared to a common denom- 
inator of appealing to the total popu- 
lation, and some of the activity offered 
was below the capacities and interests 
of many of the residents. On a number 
of occasions, the better functioning 
residents would be embarrassed by 
other members of the Home population 
who would constantly talk, walk out on 
the program, dominate all question ask- 
ing, or simply fall asleep. 

Evolving a New Program 
The medical director was concerned 
about the residents who needed more 
small group and planned activity for 
their mental health, and the staff recog- 
nized the need for a more stimulating 
challenge for the residents with greater 
intellectual capacity. Therefore, we 
decided to find an appropriate type of 
activity which would better meet the 
needs of the more intelligent residents. 
It was hoped that this would give them 
something to look forward to, provide 
them with a more stimulating future, 
and help them to realize a greater per- 
sonal potential, develop new interests, 
and form new friendships. 

From the earliest inception of the 
project, it was believed that, if the ex- 


HERBERT SHORE is executive director of The 
Dallas Home for Jewish Aged. 
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Recognition of the need for various 
levels of recreational and educational 
programming led to the development 
of a resident-planned adult study 
group in a home for the aged. Such 
small group activity increases inter- 
action and creativity and provides 
not only enjoyment but opportuni- 
ties for group process and adult edu- 


cation. 


perience were to have significance for the 
participants, they should be included in 
the development, planning, and execu- 
tion of the proposed activity. It was 
further assumed that these old people 
had the capacity to understand the 
planned activity and the resources to 
contribute to its successful formation. 

Past experience suggested that the 
project would develop more easily as a 
joint program of select volunteers and 
residents. ‘The idea was discussed with 
the chairman of the Volunteer Services 
Committee of the Home, who gave her 
enthusiastic support. She selected three 
additional volunteers who would serve 
with her. 

Inclusion of the volunteers was based 
upon the view that the residents would 
be more secure in approaching this 
activity if they felt that the volunteers 
would work along with them. The vol- 
unteers themselves saw this activity as 
appropriate and as a new area of valu- 
able service. 

At a regular group meeting of the 
residents, I explained that some residents 
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had occasionally requested opportunities 
for study but that these requests could 
not be accommodated because of the 
limited population of the Home and that 
opportunities for the residents to partic- 
ipate in courses offered out of the Home 
were not practical because of transpor- 
tation difficulties, topics offered, or fees. 
I suggested the possibility of “pioneer- 
ing” with a new type of program, point- 
ing out that it would not be quite as 
formal as a school, with no tests, no 
grades, and no strict curriculum content, 
but would be a type of adult study 
group geared to the special interests of 
the residents. It was very carefully 
explained that this type of program 
would not replace or reduce the regular 
social program but would supplement 
it for those who were interested. The 
voluntary aspects as well as the experi- 
mental and exploratory nature‘ of the 
proposed new program were stressed. 

Immediate reaction was varied. Some 
hailed it as the kind of thing they were 
looking for; others, more defensive, 
wondered what was wrong with what 
they were doing and saw this as a subtle 
criticism. In response to a request for a 
group to get together and discuss this 
idea, four residents, who for the most 
part represented the status leaders of 
the Home, volunteered. A joint meeting 
of the volunteers and residents was then 
arranged. 

The chairman of the Volunteer Com- 
mittee acted as spokesman at the meet- 
ing and outlined its purpose and the 
problem before the group. There was 
excellent exchange of ideas, and it soon 
became apparent that the topics the 
staff and volunteers believed would be 
preferred did not have the same appeal 
to the residents. The residents knew that 
if the course would be developed, it 
would be one they wanted. 

After reviewing the suggested sub- 
jects, the residents selected ‘Social Prob- 
lems of Today” as the general theme. 


In the discussion of the mechanics of 
the course, a joint chairmanship con- 
sisting of one resident and one volunteer 
was selected, the dates for conducting 
the study sessions were chosen, and the 
group decided that a brochure describing 
the course should be prepared. Regis- 
tration dates were selected and a simple 
registration procedure outlined. The 
group decided on a fee and felt that 
each participant should pay at least one 
dollar, which would cover expenses. It 
was also strongly urged that only those 
registered be permitted to attend in 
order to assure continuity and really give 
those who were serious about the course 
a chance to form relationships as a 
group. 

When the first series was being dis- 
cussed, one of the residents commented 
that he liked to study history and current 
events in terms of the great personalities 
in history who helped shape destiny. 
Another resident quickly picked this up 
and said that that would make a good 
series, and, with immediate spontaneity, 
the whole group began to mention names 
of great men and women of the world. 
Surely, if one provides a setting in which 
alert, older people are given an oppor- 
tunity, they are capable of participating 
in discussion planning. 

Following all the preliminary plan- 
ning and after speakers had been ob- 
tained, I again met with the total resi- 
dent body and carefully explained the 
new development. A descriptive brochure 
on the study group was distributed and 
questions answered. 


The First Series 


The experimental series consisted of 
four sessions which were conducted on 
successive Wednesday nights in one 
month. At each session, a different resi- 
dent was asked to introduce the guest 
speaker. Special efforts were made to 
make the setting and entire event dif- 
ferent from the regular recreation pro- 
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grams, and, in that light, chairs were 
arranged in a semicircle. In addition to 
the residents, some of the volunteers 
who were on the committee attended. 
To increase socialization, a roster of the 
group members was prepared and 
distributed. 

At the first session, the discussion 
centered around “What Are Social 
Problems?”, with a professor of sociol- 
ogy from a nearby college serving as 
guest speaker. 

‘The second session, devoted to discus- 
sion of “Race Relations and Human 
Rights,” particularly as related to prob- 
lems of integration, was headed by an 
engineer who was chairman of a Council 
of Social Agencies Committee. At the 
third session, discussion of “Automation” 
and the effect that it will have on our 
social and economic life was led by the 
director of evening education and train- 
ing, Chance Vought Aircraft. This was 
accompanied by a field trip through a 
modern bread baking plant, designed to 
make even more tangible the concepts 
brought out in the lecture. 

Under discussion at the fourth session 
was “The Modern American Family” 
as it is affected by today’s social prob- 
lems. A clinical psychologist served as 
guest speaker at this final session of the 
first series. 


Evaluation 


Following the course, an evaluation 
session was held at which the residents 
filled out a questionnaire. The question- 
naire was designed to elicit responses 
which would help the participants recog- 
nize that, in addition to the educational 
value of the course, it also enabled them 
to get to know one another better and 
provided information which would help 
in living and in personal and _ social 
adjustment. 

Che questionnaire did not yield too 
much information, but the discussion 
period following it was quite productive. 
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There was unanimous agreement on 
which sessions were the weakest and 
which were the best. No suggestions 
were made for improving the series, 
and it seemed the residents were pleased 
with the form that had been developed. 

With one exception, all said that they 
would sign up for future courses. They 
seemed to favor limiting attendance to 
those who registered, although some 
felt the course should be open to all 
who want to attend. They favored limit- 
ing the size to about 15 participants. 

In evaluating the course, all but one 
felt that it helped them and helped them 
know each other better through learning 
how the others thought, felt, and re- 
acted. The most prevalent comment was, 
“The course helped me to learn new 
things.”” One man said he wrote a letter 
to one of his children describing what 
he had learned about automation and 
that he, in turn, received a letter from 
his son envious of his opportunities to 
learn. One resident said, ““The course 
showed that I had not stopped growing 
mentally and that I had grown more 
broad-minded throughout the years.” 
Others commented that, ‘““The course 
helped me to spend a congenial hour,” 
“It helped me to help others better,” 
and “It helped me to know what's 
happening today.” 

Their attitude at the evaluation session 
seemed to indicate that these residents 
had developed more of a group feeling 
and esprit de corps. When we asked for 
persons to work on the committee for 
the next series, we found it relatively 
simple to find four willing volunteers. 

Discussion 
The project was a first effort at devel- 
oping a new type of activity in an 
institution with a diversified population. 
The primary objective was to initiate a 
differential level of programming to 
meet the varied intellectual appetites 
without sacrificing any of the already 
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established activity and to provide the 
mental stimulation needed to lessen con- 
cern with illness and social isolation. 

A group procedure was undertaken in 
which the residents, assisted by volun- 
teers, created an informal adult study 
group designed to meet their interests 
and needs. ‘The pilot series was held and 
met with success. Some of the prob- 
lems encountered lay in the area of 
selection of subject matter and speakers. 

This experiment appears to have valid 


application in a home for the aged in 
that it can not only increase knowledge 
but should increase sociability and con- 
tribute to the personal and social ad- 
justment of the participants. 

The new series was conceived with the 
belief that older people can and do 
learn and that successful living in the 
later years also requires a goal and a 
future. Further series are being planned, 
and the activity will be studied and 
evaluated as experience accrues. 








tHE PROCESSES OF AGING become effective as predisposing factors for 
illnesses, which have different manifestations within different phases 
of life, and are affected by such external influences as milieu, social 
situation, and way of life. During infancy, colds and infectious dis- 
eases predominate, and, in adolescence, dental defects, skin diseases, 
and accidents prevail. In early adulthood, the male is affected by ac- 
cidents, respiratory dysfunctions, and sexual diseases and the female 
by uretheral-sexual diseases and dysfunctions of metabolism. In old 
age, visual and auditory defects appear as well as urinary difficulties. 
Later on, heart and circulatory diseases, indigestion, and disturbances 
of mobility are observed in both sexes. 

Approximately two-thirds of all diseases improve within a month, 
and only 10 per cent require a year or longer. The older the person, 
the longer the period of illness. Predisposition in certain illnesses 
in men is affected by work and weather influences and in women by 
reproduction and household work. In old age, health is generally 
more stable, as time and vigor do not permit chronic illness. 

A good basis for the development of advanced macrobiotics is pro- 
vided by thorough knowledge of the process of aging and predisposi- 
tion to illness. 


V. E. GERFELDT: Difflerenzierte Krankheitsanfilligkeit und Lebensalter. Vita humana 
1: 19-42, 1958. 
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@ The work of Raymond Pearl should 
be well known to all gerontologists be- 
cause he was one of the greatest of the 
world’s students of human longevity. As 
many men will remember, he thought 
that the surest way for a person to live 
long was to pick out two parents and 
four grandparents whose ages at death 
would add up to over five hundred years. 
He used for this figure the initials TIAL 
for “total immediate ancestral longevity” 
(see Human Biology 6: 98-222, 1934) . 

On turning again to Dr. H. S. Jen- 
ning’s “Biographical Memoir of Ray- 
mond Pearl,” published in 1943 by the 
National Academy of Sciences, | am im- 
pressed by the tremendous productivity 
of the man. For thirty years, from 1910 
to 1940, he published each year usually 
from 20 to 34 scientific papers (average 
17.3) , plus many editorials, several books, 
some articles for the lay press, and scores 
of book reviews. He was a tremendous 
worker, a clear original thinker, a great 
researcher, a founder of two scientific 
journals, a philosopher, a great enjoyer 
of life, and one of the best educated men 
olf his generation. 
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Raymond Pearl 


Student of longevity 
1879-1946 


WALTER C. ALVAREZ, M.D. 
CHICAGO 


Scientist and Statistician 
In his early years he was a student of hens 
and cows—their genetics, their produc- 
tivity, and their longevity, Then he be- 
came more and more a student of human 
biology and human longivity. He studied 
the influence of alcohol on human lon- 
gevity and concluded that moderate 
drinking did little if any harm. As one 
can imagine, this brought down on his 
head a storm of wrath and abuse. Later, 
he reported an extensive study that had 
convinced him that much smoking of 
cigarettes is a decided shortener of life. 
Especially in these days of active debate 
as to the dangers of smoking cigarettes, 
many men might do well to turn back 
to the number of Science (87: 216-217, 
1938) , in which Pearl discussed this sub- 
ject. It seems probable that this was only 
a short preliminary report which he 
planned to fill out later. In it what he 
did was to make a life table to show that 
many of the heavy smokers fell by the 
wayside—somewhere or somehow. He did 
not then emphasize the importance of 
lung cancer in causing deaths. 

Pearl was a great student of popula- 
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tion growth in several forms of animal 
life, ranging from Drosophila to Homo 
sapiens. As many readers of Geriatrics 
know, with the help of Dr. Lowell J. 
Reed and Dr. John R. Minor, he devel- 
oped a “logistic curve” which shows how 
a population grows at first slowly, then 
rapidly, and at the end, slowly again. 

About 1918, I made a pilgrimage from 
San Francisco to Baltimore to see Ray- 
mond Pearl and to get his advice in re- 
gard to the statistical aspects of a prob- 
lem I had gotten into when I tried to 
analyze the blood pressure readings on 
15,000 University of California freshmen. 
A little later, when Pearl’s book, “An 
Introduction to Medical Biometry and 
Statistics” (1923, Saunders) came out, 
it was of tremendous help to me. For 
years I lived and thought and worked 
with it. The book had most to do with 
developing in this country an interest in 
biometrics. 

When I dropped in on him in Balti- 
more, Dr. Pearl said he was delighted, 
reassured, comforted, and made more 
hopeful for the future of biometrics to 
find a clinician who actually was deeply 
interested in the then emergent science 
of medical statistics. Dr. Pearl and I be- 
came good friends, and for the rest of 
his life, whenever I could get to Balti- 
more, I would drop in for a good chat 
with him. Sometimes I would go out to 
his home for supper. There I found a 
magnificent library very much to my 
taste because my interests in biography, 
anthropology, primitive man, evolution, 
general biology, genetics, certain phases 
of psychiatry, and what the Germans 
call Sittengeschichte (history of peoples 
as shown in their art) 
same as Pearl's. 


were much the 


We both of us liked to see clinical and 
statistical studies being made, first with 
a notebook and later with biometric 
methods. We both were worried about 
the dangers to world peace connected 
with the continued and rapid over- 


growth of populations in impoverished 
and overcrowded countries, such as India, 
and hence were much interested in the 
problems of developing a simple and 
cheap technic for contraception. 

Editor and Writer 
I loved Pearl’s journal, A Quarterly Re- 
view of Biology, in which, during the 
first years, he personally reviewed hun- 
dreds of the new scientific books. Occa- 
sionally, when the satirical imp in him 
came to the fore, a mythical “Reginald 
the office boy” would take over and have 
fun reviewing the book of some pom- 
pous ass who needed a little kidding. I 
loved, also, Pearl’s journal, Human Bi- 
ology, which is still filling a need. 

I have several times re-read Pearl's 
classic book, ““To Begin With; Insurance 
against Pedantry,” which went through 
two editions and is now a rare collec- 
tor’s item. Pearl described briefly in this 
little volume the books which he thought 
a well-educated Ph.D. in the biologic 
sciences should have read and digested. 

One afternoon, as Pearl was driving 
me out to his house, he told me that he 
had dictated most of this book to his 
secretary one day when, with a bad cold 
and a fever of 102°, his brain was so 
keyed up it was hypomanic. As is the case 
with manic persons, his ideas then flowed 
easily and rapidly; his memory was re- 
markably clear, and he could write the 
book about as fast as his secretary could 
take down what he said. 


Ideas and Concepts 
Typical of Pearl, his remarkable prose, 
his great clarity of vision, and his satiri- 
cal vein of humor is his description in 
this book of the easy acquisition by some 
not-too-brilliant men of a Ph.D. degree. 
As he said, “It is now quite possible, in 


‘fact it probably has been done, for a boy 


to go straight through from his letter 
blocks to his Ph.D. with precisely the 
same kind of cooperation in the enter- 
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prise on his part that a sardine furnishes 
to the business of his translation from 
the state of innocence and freedom of his 
birthplace to the diploma-bearing tin 
on the grocer’s shelf. All that is requisite 
is a certain self-effacing conformity to a 
series of propulsive mechanisms.” 

On page 21, Pearl said, so wisely, “Be- 
cause a person, from however pure and 
noble motives, elects to be a worker in 
science he is not thereby absolved from 
the duties and privileges of being hu- 
man. He must work out an adjustment 
between the claims upon him of life, of 
his science: a proverbially jealous and 
exacting mistress, and those of the rest 
of the world, including not only deans, 
committees, Commissioners, directors ol 
boards, foundations and other great cos- 
mic elements, but also cooks, maids, 
nurses, children, and, most important ol 
all, his wife. While no one else can make 
these adjustments for him, still it will 
help to know how others have met the 
problem.” 

A wise remark (p. 4) of Pearl's is that, 
“Certainly he is a bold, if not indeed a 
rash, person who attempts to stand 
athwart the current of his civilization.” 
\s Dr. W. J. Mayo once said to me, “He 
who succeeds in doing anything remark- 
able in this world—any man who stands 
up above the crowd, is bound to have 
many people take a crack at him. He had 
better grow a thick skin, because he will 
soon need it.” 

Pearl was a constant developer of tech- 
nics for research, and he was a great 
teacher in a number of fields. For years 
he was associate editor of the highly 
technical journal, Biometrika. All his 
life he was passionately interested in the 
propagation of scientific knowledge. 

Pearl was a believer in the greater im- 
portance of “nature” as compared with 
“nurture.” He knew the tremendous im- 
portance of genetic factors, and he looked 
with much doubt on many well-meaning 
efforts to help some stupid and incom- 
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petent people by improving their en- 
vironment. He wasn’t going to become 
enthusiastic until he had proofs that 
these efforts had accomplished something. 

With all his tremendous activity in 
research, in writing and in teaching and 
editing, he was a man who loved life. He 
loved good food and good drink and he 
loved music. He was an expert with the 
French horn. He loved good conversa- 
tion, and, as might have been expected 
by anvone who knew well the untram- 
meled workings of his mind, he was a 
crony of his neighbor, H. L. Mencken. 
He belonged to the group of men who 
met with Mencken on Saturday nights. 

Shortly before Pearl’s death in 1940, 
I found him a bit depressed and not 
quite his old jaunty self. I knew he had 
been invited by the then president of a 
ereat university to take over as director 
of their great biologic institute. He had 
accepted, and he had resigned from Johns 
Hopkins. Then a pet enemy of Pearl’s, a 
man who had once smarted under the 
impact of some of Pearl’s trenchant and 
satirical criticism, organized enough op- 
position to Pearl and the president to 
snub the president and to compel him to 
retract the invitation. 

Naturally, Pearl was much cast down 
over this, and like the great man that he 
was, he said to me with remarkable 
frankness, “I guess all my life I have 
been too cocky, and too critical of the 
stupidity of some men in high places. It 
was about time that I got spanked, and I 
euess the Good Lord in His infinite wis- 
dom chose Professor X to do the job.” 
But it was sad that it was done, for I 
gained the impression that it was this 
great disappointment that started Pearl 
on his downward path to the grave. 

One day, while on a trip, he got to 
feeling very tired, and some hours later 
he dropped with a coronary heart attack. 
In spite of his discovery that one of the 
great shorteners of life is the cigarette, he 
had remained a chain smoker! 
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Clinicopathologic Conference 


Bronx Veterans Administration Hospital 


Moderated by BENJAMIN S. GORDON, M.D. 


@ pR. H. CRAMER: This 62-year-old man, 
a butcher by trade, was admitted to the 
hospital March 31, 1954. He had en- 
joyed good health until and 
half when he began to 
have breath exertion 
and intermittent nonproductive cough. 
During the five months preceding ad- 
three increased 
cough and dyspnea, accompanied by 
102° F., responded to short 
periods of treatment with antibiotics. 
One month before admission, a sudden 


one one- 


years before, 


shortness ol on 


mission, episodes — of 


fever to 


episode of severe pain across the upper 
anterior chest, radiating to the left arm, 
caused him to enter another hospital for 
ten days. Iwo electrocardiograms taken 
week apart interpreted as 
showing bigeminal rhythm and a pattern 
of coronary insufficiency. There was no 
recurrence of this pain, but dyspnea and 
cough continued. No hemoptysis, or- 
thopnea, paroxysmal nocturnal dyspnea, 
or edema presented. There was no _his- 
tory of any significant previous illness 
except for typhoid fever in childhood. 

Physical examination showed _respir- 
atory rate to be 20 and regular, tem- 
perature 98.6° F., pulse 104, and blood 
pressure 180/100 mm. Hg. ‘The patient 
was a well-developed, obese white male 
in no distress. The left pupil was greater 
than the right, and there was a_ ptosis 
on the right eye. At the right lung base, 


one were 


BENJAMIN §S. GORDON is chief of the Laboratory 
Service, Bronx Veterans Administration Hospital, 
and assistant visiting clinical professor of path 
ology, Albert Einstein College of Medicine. 


in bronchovascular 


BRONX, NEW YORK 


there were diminished breath sounds 
and impaired resonance. An inconstant 
rhonchus was heard over the right mid- 
dle lobe. There was a bigeminal cardiac 
rhythm, and the aortic second sound 
was greater than pulmonic second 
sound. A loud, long, generalized, and 
somewhat harsh systolic murmur, which 
without thrill and questionably 
transmitted into the neck vessels, was 
heard. The liver was four finger breadths 
below the costal margin with a sharp, 
nontender edge. There was a left in- 
guinal hernia. Both atrophic testes were 
within the inguinal canals. 


Was 


Complete blood count, erythrocyte 
sedimentation rate, urine, fasting blood 
sugar, serum acid and alkaline phos- 
phatase, albumin-globulin ratio, choles- 
terol and esters, cephalin flocculation, 
thymol turbidity, and bilirubin 
were all within normal limits. Venereal 
Research Laboratories’ study 
was negative for lues. Seven out of 10 
stools were positive for blood. Glucose 
tolerance test revealed blood sugars of 
103, 152, 234, and 219 mg. per 100 cc., 
with urines negative. Electrocardio- 
graphic bigeminal ventricular prema- 
ture contractions with depressed ST 1 
and ST 2 and an inverted T in V; and 
V,; were noted. Chest roentgenogram 
showed an enlarged heart with a prom- 
inent left ventricle, a marked increase 
structures, and ei- 
ther an encapsulated pleural effusion or 
elevated right diaphragm. 


tests 


Disease 


The patient was placed on bed rest 
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and given a low-salt diet. Venous pres- 
sure ranged from 115 to 200 mm. Hg 
and decholin circulation time from thir- 
ty-two to forty-five seconds. An ophthal- 
mologist found slight ptosis on the right 
but did not confirm the presence of a 
Horner syndrome. Roentgenographic 
evidence of an infiltrate in the lowe 
half of the right lung and a right pleu- 
ral effusion increased rapidly. On thora- 
centesis, 500 cc. of clear straw-colored 
fluid was aspirated which was negative 
on cell block and culture. On broncho- 
scopic examination, the right lower lobe 
bronchus appeared to be narrowed by 
extrinsic pressure. Despite repeated 
presence of occult blood in feces, hemo- 
globin remained between 13.5 and 14.5 
gm. per 100 cc. Suggestive evidence of 
polyposis of colon found on barium 
enema was not confirmed on re-examina- 
tion, and a gastrointestinal series was 
interpreted as showing evidence of ex- 
trinsic pressure on the superior flexure 
of the duodenum. 

\ 250-mg. dose of Pronestyl, given 
four times a day, controlled the pre- 
mature ventricular contractions. The pa- 
uient was digitalized, with a resultant 
7-lb. weight loss and decrease in liver 
size to one finger breadth below the cos- 
tal margin. Roentgenographically, pleu- 
ral effusion and pulmonary infiltrate 
cleared, but bigeminy reappeared and 
was not controlled when digoxin was 
discontinued for three days and Prones- 
tyl increased to 500 mg. four times a 
day. 

One month after admission, while sit- 
ting quietly in a chair, the patient sud- 
denly lost consciousness and became cy- 
anotic with slow gurgling respirations. 
No heartbeat was detectable. Artificial 
respiration and administration of 3 ce. 
Coramine brought about a return of 
consciousness in two or three minutes. 
Blood pressure was then 150/100 mm. 
Hg, and an electrocardiogram showed 
runs of coupling and multiple auricular 
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and ventricular premature beats. Dig- 
oxin was discontinued, and the patient 
Was asymptomatic for two weeks. Dull- 
ness at the right lung base then _ re- 
turned, the liver again became enlarged, 
moist rales were heard over the lung 
bases, and pretibial edema appeared. A 
roentgenogram showed a pleural effu- 
sion on the right and signs of collapse 
of the right middle lobe. Digoxin, 0.5 
mg. twice a day, then 0.5 mg. daily, was 
resumed on May 14, 1954. Signs of con- 
gestive heart failure receded but were 
again apparent on May 25, 1954; 2 cc. 
of Mercuhydrin was given. The patient 
had another sudden syncopal attack and 
died seven hours later. 


X-Ray Presentation 
DR. S. M. UNGER: This is the chest film 
taken on admission. We see an infiltra- 
tive process at the right base obliterat- 
ing the right hemidiaphragm and _ the 
right border of the heart. The minor fis- 
sure on the right side is slightly dis- 
placed; the left lung field shows no in- 
filtration. The bronchovascular mark- 
ings bilaterally are markedly increased, 
and the cardiac silhouette shows mod- 
erate enlargement of the left ventricular 
segment. The aorta is not unusual, and 
the bones which are visualized appear 
normal. 

A chest film taken ten days later 
again shows increased density in the 
right base with prominent hila and 
bronchovascular markings. Although a 
study using opaque material in_ the 
esophagus shows no intrinsic abnormal- 
ities, the hypertrophy of the left ven- 
tricle is again seen and the hila and the 
bronchovascular markings are  prom- 
iment. 

In this next chest film, we see resolu- 
tion or removal of the pleuritic re- 
action—the fluid formerly described at 
the right base. The remaining portion of 
the right lung and the entire left lung 
show no infiltration, but the vascular 
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markings are still prominent. The de- 
gree of ventricular enlargement on this 
study, when compared with the former 
examination, is unchanged. What orig- 
inally was interpreted as atelectasis of 
the right middle lobe is seen now to be 
the diaphragm overlying the heart. 

His barium meal examination is not 
remarkable, but fluoroscopic examina- 
tion reveals an irritable duodenal bulb. 
A barium meal examination done at a 
later date shows extrinsic pressure on 
the duodenal arc. A barium enema ex- 
amination is normal, and an_ esopha- 
eram fails to demonstrate a hiatus her- 
nia. 

The skull films are normal except for 
opaque calcification located in the mid- 
line of the falx cerebri. The pineal body 
is not visualized. 


Q. Were the roentgenograms taken 
when the liver was not enlarged on 
physical examination? 


DR. UNGER: The liver was enlarged at 
the time the films were taken. 


Q. I wonder if we could see the lateral 
film of the chest where the atelectasis 
of the right middle lobe was brought up. 
As I understand it, feel that the 
upper shadow is the right leaf of the 
diaphragm and that the wedge-shaped 
appearance could be the right middle 
lobe. Could that also be a loculated effu- 
sion in the interlobar fissure? 


you 


A. That could be proved by a lateral 
recumbent film which we do not have. 
There is a small triangular density, 
however, which could be, as you say, a 
loculated effusion. 


Q. Does it seem incongruous to say that 
it was that combination? 


A. It could be. If an oblique film had 
been taken, we would know definitely 
whether this was atelectasis or not. It is 
my opinion, however, that it is superim- 
position of the diaphragm on the heart. 


Discussion 

WILLIAM CHESTER: A few of the as- 
pects of this case are reasonably clear. 
I thought they would be clearer after I 
saw the x-ray films. It is quite evident 
that this patient had heart failure at one 
time and was successfully treated for it. 
One of the causative factors was a mod- 
erate hypertension, although whether 
he had aortic stenosis or not is a little 
dificult to say. He did have a rough, 
long-lasting systolic murmur, and, in my 
numerous readings of the protocol, one 
of the things I noted was the question- 
able transmission to the neck. There is 
no mention of a thrill in the neck or at 
the base of the heart. In addition, the 
aortic second sound is noted as being 
greater than the pulmonic second sound. 
If he had had aortic stenosis, some of 
the cerebral episodes could very well 
have been attributable to the Adams- 
Stokes syndrome. 


DR. 


Then, there is the story of the severe 
precordial pain which, after a period of 
ten days of hospitalization, was believed 
to be due to coronary insufficiency with 
a bigeminal rhythm. For the sake of dis- 
cussion, let us assume that he had no 
digitalis and that the premature beats 
were not a result of overdigitalization. 
We can then consider the bigeminal 
rhythm to be due to a damaged myo- 
cardium. A small percentage of cases of 
coronary artery occlusion demonstrate 
depression rather than elevation of RST 
segments and then go on to show the 
serial changes of coronary occlusion. 
We do not have any knowledge of this. 
However, I might ask Dr. Cramer wheth- 
er these electrocardiograms show any 
serial changes? 

DR. CRAMER: We do not have the electro- 
cardiograms from the other hospital. 

CHESTER: We know it may take 
longer than ten days for the character- 
istic changes of acute coronary artery 
occlusion with myocardial infarction to 


DR. 
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appear. When this man had heart fail- 
ure, it responded well, for the most 
part, to the type of treatment we know 
so well in congestive heart failure. 

He does have some impaired glucose 
tolerance, but just how to evaluate that 
is difficult to say. Perhaps the impair- 
ment is a mere coincidence. Sclerosis of 
the aorta was noted; this may be normal 
at his age, however. 

In connection with the pulmonary 
picture of cough and repeated episodes 
of pneumonia, I asked whether these 
were at the same site or roughly in the 
same position because, as you know, 
that has some significance as far as ob- 
structive lesions are concerned. I should 
like to believe they were on the right, 
but I have no exact information. The 
comment that the right lower lobe 
bronchus appears narrowed by extrin- 
sic pressure is not too helpful. At what 
point in the clinical picture was the 
bronchoscopic examination made? 


DR. CRAMER: That examination was 
made a week after admission when the 
x-ray picture showed that he had much 
more fluid. We reviewed the films, and 
we were not sold on congestive failure. 
The venous pressure was 115 cm. of 
water. Clinical and x-ray findings re- 
vealed the presence of pleural effusion 
and pulmonary congestion. The venous 
pressure rose to 250 cm. of water. He 
was then tapped and digitalized. Follow- 
ing that line of thought, cell block done 
on the pleural fluid seemed grossly nor- 
mal and did not show tumor cells; acid 
fast cultures were normal. As far as 
neurologic manifestations were con- 
cerned, there was no Horner’s syndrome 
but there was some ptosis of the right 
lid. We have no way of knowing how 
recent this was, however. As for the 
blood found in the stools, hemoglobin 
was normal, and he was not dehydrated. 
If he were bleeding, it was in a massive 
fashion. 
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Q. I gather that the extrinsic pressure 
on the duodenum was found when the 
liver was enlarged. 

DR. UNGER: We are not apt to do a gastro- 
intestinal series under those circum- 
stances. 


Q. What about the period of loss of 
consciousness? 


DR. CHESTER: I previously mentioned 
the possibility of the Adams-Stokes syn- 
drome. If this is the case, this patient 
may have, in addition to his coronary 
artery disease with or without aortic 
stenosis, some occult neoplasm. It is 
conceivable that there was cerebral 
metastasis, although evidence of this is 
poor. 

Considering the patient’s age, minute 
cerebral hemorrhages are a_ possibility, 
as is some type of nutritional heart dis- 
ease. If he had extensive subendocardial 
fibrosis with clots in both sides of the 
heart—related to the fibrosis or to con- 
gestive heart failure—embolic phenom- 
ena could develop in the lungs and cer- 
tainly in the brain. The lung changes, 
however, seem more like pneumonias, 
and we have the story of three of them 
responding to antibiotic therapy. 

At one time, I thought that he could 
have had, in addition to the heart dis- 
ease, a lymphoma which might have 
been retromediastinal, perhaps causing 
pressure on the bronchus. ‘The more I 
think of the plates and the story, the less 
likely I think this possibility is. ‘There 
is a lot more one could say about the 
digitalis therapy, the toxic effect of dig- 
italis, or bigeminy related to damaged 
heart muscle. ‘These are very interesting 
aspects of this case, and perhaps some- 
one will comment on them later. In 
summary, I would say that this patient 
has heart disease related to hyperten- 
sion, coronary artery disease, and aortic 


stenosis. The presence of some type of 


occult malignancy or lymphoma in addi- 
tion to these would seem unlikely. 
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DR. GORDON: You feel that this case rep- 
resents heart disease in the nature of a 
myocardial infarct due to coronary scle- 
rosis with or without aortic stenosis. Is 
it not possible for the myocardial in- 
farction to be due to 
with or without 


DR. CHESTER: One can see ostial occlu- 
sion in aortic stenosis just as in lues 
where the process is quite different. In 
this age group, changes in the arteries, 
such as common. 
There may also be independent athero- 
sclerosis, and, if the patient has aortic 
stenosis in addition, the degree of in- 
volvement of the coronaries becomes 
more significant in the causation of cor- 
onary insufficiency and anoxia of the 
heart. I thought of subacute bacterial 
endocarditis, but I could not make any- 
thing out of this possibility. 


aortic stenosis, 


coronary sclerosis? 


atherosclerosis, are 


Q. In congestive heart failure, can you 
also get esophageal varices to account 
lor positive guaiac tests? 

DR. GORDON: Such a positive finding is 
not necessarily a result of the mecha- 
nism you wish to invoke. I don’t think 
you need very much blood in the gas- 
trointestinal tract to produce a positive 
guaiac on stool. A patient in acute or 
‘chronic heart failure, with hugely dis- 
tended peripheral capillaries, could 
have sufficient seepage of red blood cells 
into the gastrointestinal tract to give a 
positive test. 
true in shock. 


The same might also be 


DR. GORDON: I have always been under 
the impression that the symptom of syn- 
cope Is a common one In aortic stenosis. 
Syncope has been attributed to cerebral 
anoxia, multiple cerebral emboli, coro- 
nary insufficiency, hypersensitive caro- 
tid sinus, and so forth, but, whatever 
the cause of the syncope, I always 
thought the symptom itself was common 
in aortic stenosis. This patient had two 
such episodes, one of which 
death. 


caused 


DR. CHESTER: I don’t know whether syn- 
cope is common, but it does occur often 
in older people; in young patients with 
aortic stenosis, it is rather infrequent. I 
know of several instances where there 
are minor symptoms or even epileptic 
equivalents of syncope. If the patient 
has coronary disease of some degree, 
cerebral manifestations may be more 
apparent. Also, the carotid sinus mech- 
anism may play an important role. 


Remarks 


DR. L. KAPP: ‘The syncope is due to anox- 
ia. The pulse pressure is about 50. Of 
course, there is one conflicting crite- 
rion—the aortic second sound—which 
may be due to hypertension. The fact 
that the pulse pressure was not very low 
would indicate that this was not the only 
cause of the syncopal attacks. My ex- 
perience is that syncope is not very com- 
mon, but, when seen, it is associated 
with effort. I have not seen it occur com- 
monly in the course of aortic stenosis. 
That includes the observation of supra- 
ventricular tachycardia. 

DR. W. NEWMAN: I would like to say in 
this connection that you have another 
reference. Presented with such an indi- 
vidual, I think the logical assumption 
would be hypertension or arterioscle- 
rosis. 

DR. GORDON: That was my impression, 
but Anderson and 
the frequent occurrence of syncopal at- 
tacks and also go on to say that sudden 
death these cases. 
They report on 49 patients with aortic 
stenosis, Il of whom 
either in the 
with syncopal attacks. 


associates! describe 


is often observed in 
died suddenly 
course of or associated 
DR. CHESTER: If what we hear is true, 
we may have to change our ideas about 
syncope. In the case we have today, 
there is a relative paucity of symptoms, 
but it has been my experience that pa- 
tients are more apt to die suddenly with 
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aortic insufficiency than they are with 
aortic stenosis. 


DR. GORDON: One sign that can be ol 
considerable help is the demonstration 
of calcified aortic valve leaflets. 

DR. UNGER: I am under the impression 
that we could add to the interpretation 
of these plates. On the Bucky film, we 
can’t see it too clearly, but I did say that 
there was a shifting of the mediastinum. 
Because of that, we are not able to see 
the roof of the aorta. The leaflets are 
better seen on the shadow box, show- 
ing the oval appearance of the calcifica- 
tion. They are too far from the hila to 
be hilar calcifications. They do have this 
somewhat semicircular appearance 
which is compatible with calcification of 
the aortic valve. 

DR. NEWMAN: If you saw the film in 
abstract, would you say it was aortic or 
mitral? 

DR. UNGER: The valve leaflets are just 
slightly posterior to the cardiac shadow. 
rhis is entirely on the right side and on 
the right lateral margin of the heart. 
DR. GORDON: | think it would be worth- 
while to call on Dr. Kenny to clear up a 
point of great confusion regarding the 
question of the guaiac test for occult 
blood. 


DR. KENNY: I think you have given the 
answer. It would be positive with red 
cells or oxidase and with certain metals. 
If the stool is liquid, more positive re- 
sults would be obtained. There was a 
paper in 1953? that compared methods. 
Ihe authors report that, under the con- 
ditions of examination, there was a 42 
per cent positive reaction without spe- 
cial diet. We still obtain around 20 per 
cent false-positive reactions on uncon- 
trolled diet. 


DR. WOLF: We put several patients on 
iron, and the guaiacs were all negative 
on adequate doses of iron. Benzedine 
tests will be positive. However, the same 
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statistic shows that as many as 98 per 
cent of tests showing normal results are 
on patients who are not on special diets. 


DR. GORDON: Dr. Grossman, I wonder if 

you can give us the résumé of the diag- 

noses from the audience? 

DR. E. GROSSMAN: 

Diagnosis on the ward: 
Arteriosclerotic heart disease with 
aortic stenosis and possible myocardial 
infarction 

Diagnosis of conference participants: 
Carcinoma of the pancreas with met- 
astases to the heart (3) 
Bronchogenic carcinoma (2) 
Myocardial infarction (1) 
Arteriosclerotic heart disease (1); 
hypertensive heart disease (1); hy- 
pertension (4); heart disease of un- 
known etiology (3); emphysema with 
cor pulmonale (1) 

DR. GORDON: Inasmuch as the _ patho- 

logic findings are fairly well known at 

this point, Dr. Moldveen will present 

them in a brief fashion. 


Pathologic Report 


DR. M. MOLDVEEN: At autopsy there was 
bilateral pleural effusion—250 cc. in 
the right and 100 cc. in the left lung. 
No other gross lesion such as atelectasis 
was seen in the lung. The lungs did not 
collapse when removed from the chest, 
and, on section, there was a moderate 
amount of bilateral edema. The heart 
weighed 540 gm. The major lesion was 
found in the aortic valve. This valve was 
bicuspid, calcified, and somewhat ste- 
notic. There was a fusion of the right and 
left coronary cusps, and the arteries 
arose from this one common cusp; this 
was considered congenital. The coronar- 
ies themselves were hypoplastic, being 
narrowed throughout their course. 
There was minimal to mild involve- 
ment of the coronaries by atherosclero- 
sis. The right ventricular myocardium 
measured 0.8 cm., an enlargement of 
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about one and one-half times normal. 
The left ventricular myocardium meas- 
ured 2.2 cm., with an area of thinning 
of the posterior ventricular wall. On 
section, there were diffuse foci of fibro- 
sis. In the gastrointestinal tract, wide- 
spread submucosal congestion and 
Meckel’s diverticulum, approximately 2 
or 3 ft. above the ileocecal valve, were 
noted. No lesions were present on the 
ileocecal valves. The liver weighed 1930 
gm. and was somewhat enlarged and 
congested. 

This is a picture of the aortic valve 
showing the single leaflet and the non- 
coronary cusp. There is thickening by 
calcification. Here is a better view of the 
infarct in the posterior left ventricular 
wall. In the microscopic section of the 
myocardium, this was in the category of 
a healed scar. Various scars suggested 
the varying ages of the lesions and a 
constant eating away of the myocardium 
by anoxic attacks. 

The lungs showed mild and chronic 
congestion. There was some pulmonary 
arteriosclerosis and cor pulmonale in 
addition to calcification and aortic ste- 
nosis. No explanation for the bleeding in 
the gastrointestinal tract 
There was no ulceration. 

In summary, then, this is a case of 
congenital bicuspid aortic valve associ- 
ated with arteriosclerotic changes. 


was found. 


Commentary 
Q. Did you feel the aortic valvular le- 
sion was on a rheumatic basis? 
DR. MOLDVEEN: It was congenital. ‘There 
was no evidence of rheumatic involve- 
ment. 
Q. Dr. Bishop has brought up the dif- 
ferentiation of congenital from acquired 
bicuspid valve. How do you differentiate 
that? 
DR. MOLDVEEN: ‘The cusps arise from the 
annulus fibrosis. ‘This is the composition 
of the commissures. There appeared to 
be fusion of the coronary cusps. The 
two cusps are often of unequal size if 
due to inflammation, but if they are of 
a congenital nature and elastic layer is 
evident at the site of fusion. 
Q. How many fingers could you get in? 
DR. MOLDVEEN: It was very tight. 
Q. Was there anything in the retro- 
peritoneum? 
DR. MOLDVEEN: I think a condition of 
the duodenum was reported, but there 
was nothing seen at autopsy. 
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WIDE LOCAL RESECTION Of oral carcinoma followed by immediate recon- 
struction is replacing radiation therapy in treatment of malignant 
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cal procedures now result in increased cure rates, reduced morbidity, 
and minimal impairment of function and appearance. 
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The Use of Color-Coded Tablets in the 
Clinical Appraisal of Two Established 
Bronchodilator Preparations and N- 
[beta-(10-Phenothiaziny!) Propyl|Trim- 
ethyl-Ammonium Benzene Chloride 


I. W. 
ALMAN. J]. 


SCHILLER, F. C. LOWELL, and Jj. E. 
Allergy 29: 293-299, 1958. 


The use of the single-bottle, color-coded 
method of drug appraisal provides informa- 
tion equivalent to that obtained by the con 
ventional methods which are usually cum- 
bersome and time consuming. 

Iwo bronchodilator drugs, Hyadrine and 
aminophylline with racephedrine, a new 
drug, N-{beta-(10-phenolthiaziny]) propyl | 
trimethyl-ammonium benzene chloride (Sc- 
7188), 
63 asthmatic patients by two double blind 
methods. In the first method, the prepara- 


appearance, identi 


and a placebo were administered to 


tions were identical in 
fied by number, and given to each patient in 
sequence. In the second method, they were 
identified by color and given to patients in 
a single bottle. 

Hyadrine had the highest mean effective 
rating in relieving the manifestations of ob 
structive pulmonary disease, and amino- 
phylline with racephedrine was almost as 
effective. The mean rating for Sc-7188 was 
considerably lower, and the placebo was the 
Statistical 


parison of data obtained from both methods 


least effective. analysis and com- 
revealed no significant differences. Color bias 
little, if 
second method. 


was of any, importance in the 


Side reactions were noted in 32 patients, 


with a total of 76 side effects. There were 
53 side effects noted with hyadrine and 
aminophylline with racephedrine, which 


was the highest incidence. In order of de- 
creasing incidence, the side effects were ne1 


vousness, drowsiness, nausea, and headache. 


Gamma Globulin in the Treatment 
of Herpes Zoster 


JR., and w. B. 
594-596, 1958. 


W. A. LEA, 
Med. 54: 


When administered in adequate doses and 


PAYLOR. Texas J. 


early in the course of disease, gamma glob 
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ulin appears to be worthwhile in the treat- 
ment of herpes zoster. 

The total dose of intramuscular gamma 
globulin administered to 17 patients with 
herpes zoster ranged from 20 to 60 cc., with 
a daily dose of 10 cc. in the majority of cases. 
Regional adenopathy, radicular pain, and 
herpetic skin lesions were present in each 
case. Eleven patients showed definite im- 
provement following the institution of ther- 
apy, and involutional changes in existing 
noted in 4 patients within 
twenty-four hours following initial injec- 
tion. Ten patients exhibited similar changes 
within forty-eight 
demonstrated no 


lesions were 


hours, and 2. patients 
seventy-two 
hours. Abatement of pain was experienced 
by 10 patients within twenty-four hours and 
by 3 patients in forty-eight hours. Three 
patients, who experienced no relief of pain 


change for 


and who suffered from postherpetic neural- 
gia, received large doses of gamma globulin. 
In one patient, the disease had been present 
for seven days prior to therapy, and, in 
another, hemorrhagic lesions with some ul- 
cerated areas had developed when treatment 
was begun. 

The were obtained when 
treatment was initiated not more than forty- 


best results 
eight hours following the onset of the dis- 
ease. The total dose of gamma globulin is 
not of great importance. If a total dose of 
further benefit 
can be expected by continuing the injec- 


10 cc. is not effective, no 
tions. The ineffectiveness of gamma globulin, 


even when given early and in adequate 
amounts, may be related to the variability 


of the gamma globulin in each lot obtained. 


Home Care of the Aged and 
Chronically Hl 
E. IT, CHANDLER. North Carolina M. J. 19: 
349-351, 1958. 
Instruction of the family on basic rest posi- 
tion for chronic bed patients is important. 
In the supine position, the legs are sup- 
ported at 90 degrees of dorsiflexion against 
the footboard and the knees fllexed 5 degrees 
by rolled towel underneath. The arms are 
externally rotated, with the 


abducted and 
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“Deprol* ge over 2,500 


documented 
case histories!:? 


CONFIRMED EFFICACY 


Deprol 
> acts promptly to control depression 
without stimulation 


> restores natural sleep and reduces 
depressive rumination and crying 


DOCUMENTED SAFETY 


Deprol is unlike amine-oxidase inhibitors 


> does not adversely affect blood pressure 
or sexual function 


> no excessive elation; no liver toxicity 


Deprol is unlike central nervous stimulants 
> does not cause insomnia or depress appetite 


> no amphetamine-like jitteriness ; Sibiiniiéi Cat diane 
no depression-producing aftereffects in dose is 1 tablet 


q.i.d. When necessary, 
this dose may be grad- 
ually increased up to 


1. Alexander, L.: Chemotherapy of depression—Use of meprobamate 3 tablets q.i.d. 
combined with benactyzine (2-diethylaminoethyl benzilate) Composition: Each 
hydrochloride. J.A.M.A. 166:1019, March 1, 1958 tablet contains 400 


2. Current personal communications; in the files of Wallace Laboratories. ™&-meprobamate and 

1 mg. 2-diethylamino- 

" ethyl benzilate hydro- 

Literature and samples on request . chloride (benactyzine 
HCl). 

oy” Supplied: Bottles of 

AAV) WALLACE LABORATORIES, New Brunswick, N. J. 50 scored tablets. 


Trrave-mark c0-74790 
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elbows partially flat and pillows placed un- 
der the forearms and between the arms and 
side of the trunk to maintain adbuction. 
The arms can then be changed to partial 
abduction and internal rotation, with the 
elbows partially flexed and the hands sup- 
ported in a position of function. This posi- 
tion is maintained with a pillow under the 
forearm and hand and a roll or ball under 
the palm of the hand. 

The prone position is obtatned with the 
feet in dorsiflexion over the end of the mat- 
tress and the knees flexed 5 degrees by a 
roll or towel under the ankles. The arms 
are abducted and externally rotated, with 
the elbows partially flexed and the shoul- 
ders supported by a folded towel under the 
anterior surface of each shoulder joint. A 
large pillow is placed between the arm and 
side of the trunk to maintain abduction. 

In the absence of specific disease, fatigue 
in older people arises principally from the 
following five basic causes: (1) diminution 
of organic reserve, (2) decline of mental 
and emotional endurance, (3) atrophy 
caused by disuse, (4) loss of incentive, mo- 
tivation, and interest, and (5) decline of 
endocrine activity. 

Ways and means for the patient to escape 
boredom must be constantly suggested by 
the physician. A new and absorbing interest 
is the only real salvation for some older 
patients. 

A hospital bed is not needed for proper 
home care of the aged. Low beds lessen the 
danger of falls and facilitate exercise. ‘Those 
caring for the senile patient must be 
warned against too much attention and 
service. Patients should do for themselves 
as much as possible. 

If poor nutrition is a problem, dental or 
oral lesions may be the real deterrent. Re- 
mediable defects are occasionally overlooked 
and make a great difference if corrected. 


Intermittent Parotid Swelling Due to 
U1-Fitting Dentures—An Entity; Its 
Diagnosis and Treatment 
A. C. FURSTENBERG and I. M. BLATT. Lary1 
oscope 68: 1165-1180, 1958. 


1g 
Obstructive sialodochitis appears to be an 
entity characterized by an inflammatory 


stricture at the papilla of the salivary duct 
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resulting from trauma caused by improper- 
ly fitting partial or complete dentures. 
Symptoms include diffuse parotid swelling 
with pain and a feeling of pressure in the 
cheek while eating. Secretory sialography is 
useful in making the diagnosis. 

Dilation and _ stricture formation occur 
in the main salivary duct, without either 
the terminal peripheral duct involvement or 
the diminution in volume of saliva secre- 
tion seen in nonobstructive sialectasis. ‘The 
degree of anatomic alteration due to im- 
properly fitting dentures depends on the fre- 
quency, severity, and duration of obstruc- 
tion at the duct orifice caused by injury to 
the parotid papilla and of secondary bacterial 
infection associated with interference of sal- 
ivary flow, which often causes obstruction 
along the buccomasseteric course of Sten- 
sen’s duct. 

Treatment involves the surgical technic 
of dochoplasty. Under local anesthesia (pro- 
caine 1 per cent) injected about the orifice 
of Stensen’s duct, the papilla is grasped and 
amputated. The exposed stenotic duct is 
then dissected free from the surrounding 
tissue for somewhat less than one centime- 
ter until its clearly dilated portion can be 
identified. The open end of the duct is 
then sutured with fine silk to the surround- 
ing mucous membrane so as to expose the 
duct to free communication with the oral 
cavity. Antibiotics and chemotherapeutic 
agents may be used for several days post- 
operatively. Healing and regression of pa- 
rotid swelling are prompt. 


Mitral Valvuloplasty in Patients 
Past Fifty 

H. BLACK and bp. E. HARKEN. New England 

J. Med. 259: 361-366, 1958. 

Age is one of the important factors in any 
discussion of the relative and absolute con- 
traindications to mitral valvuloplasty. Fre- 
quently it is assumed that certain patients 
are “too old for surgery.” For this reason, 
a group of 154 patients with mitral stenosis 
were studied, all of whom were between 
50 and 70 at the time of surgical correction 
of the lesion. 

\s might be suspected, a higher percent- 
age of the older patients were in an ad- 
vanced stage of their disease (57.8 per cent 
as compared to 20.7 per cent in the younger 
patients). Significantly more common occur- 
rences include preoperative arterial emboliz- 
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Doriden offers sound, restful sleep for patients who are sensitive to barbiturates, eld- 
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ation, associated arteriosclerotic heart dis- 
ease, and elevated blood pressure. Post- 
operative evaluation two years after correc- 
tion showed that, in spite of these adverse 
factors, results of treatment are practically 
identical when similar stages of disease are 
compared. 

Since operative risk, frequency of late 
death, and percentage of improvement after 
operation are the same, properly selected 
patients over the age of 50. with mitral 
stenosis should be offered surgical relief 
with the same assurance that is justified at 
an earlier age. 


Emphysema and the Lungs of the Aged: 
A Clinical Study 

E. MAYER, C. BLAZSIK, and I. RAPPAPORT. 

Dis. Chest 34: 247-256, 1958. 

True pulmonary emphysema is not preva- 
lent in the aged and is distinctly different 
from changes of aging in the lungs and 
chest. 

Pulmonary emphysema is predominantly 
a disease of men and is associated with 
bronchiolar obstruction and eventual ex- 
haustion of pulmonary reserves. The low in- 
cidence of the disease in patients over 70 is 
related to decreased survival of men over 
this age as well as nonsurvival of patients 
with the disease which usually begins in 
the 40s and 50s. 

Senile lung changes are more often seen 
in women, particularly in those over 75. No 
evidence of bronchiolar obstruction or re- 
duced ventilatory efficiency is noted. The 
upper chest may appear distended, while 
the lower half is contracted, depending on 
the degree of stooped shoulders. The chest 
is hyperresonant to percussion, which is 
most marked in the upper anterior portion. 
Breathing is shallow, effortless, and slightly 
accelerated with few or no rhonchi. On 
fluoroscopy, with deep breathing, fairly 
good motion of chest and diaphragm can be 
seen. Chest roentgenogram shows a spongy, 
lacy pattern of the lung fields with increased 
peripheral markings and an apparent de- 
creased lung volume with relative cardiac 
enlargement. X-ray changes are rarely rec- 
ognizable under the age of 80. 

The increased incidence of senile lung in 
women is related both to increased survival 
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of women over the age of 80 and the atro- 
phy of disuse following enforced idleness 
and physical inactivity. Acute emphysema- 
like syndromes may be superimposed on 
lungs with advanced senile changes, especial- 
ly during the stress of cardiovascular pul- 
monary congestion, prolonged bed rest, or 
acute respiratory disease. 


Experience with Tetracycline 
Phosphate Complex Administered 
Intramuscularly in Geriatric Patients 
Effectiveness, Blood Levels, and 
Local Tolerance 


R. C. BATTERMAN and G. H. MOURATOFF. 

AM&CT 5: 511-516, 1958. 

Geriatric patients in comatose states or with 
senile psychosis or other conditions requir- 
ing parenterally administered antibiotics 
can be satisfactorily treated with tetracy- 
cline phosphate complex (Tetrex). This 
agent was found to be well tolerated at the 
site of injection (gluteal area) in 108 geri- 
atric patients and, unlike other available 
parenteral tetracyclines, produced no major 
local irritation, except in 6 per cent of the 
cases. 

Peak blood levels with a single intramus- 
cular dose of 250 mg. occur after the second 
hour and are sustained for twelve hours. 
When this dose is repeated at intervals of 
six, eight, or twelve hours, maximum blood 
concentration is attained after the fourth 
injection, regardless of schedule. No further 
cumulation occurs thereafter. Adequate 
blood levels for effectiveness are attained 
with a twelve-hour or twice daily schedule. 
The tetracycline complex controlled and 
eradicated the infectious process completely 
in 76.7 per cent of the patients and partially 
in 13.3 per cent. 


Tobacco Amblyopia: A Clinical 
Manifestation of Vitamin B,». 
Deficiency 
J. M. HEATON, A. J. A. MCCORMICK, and 
A. G. FREEMAN. Lancet 2: 286-290, 1958. 
Tobacco amblyopia is most common in 
middle-aged and older men who smoke 
strong pipe tobacco. In persons with even 
mild vitamin B,, deficiency, the retina or 
optic nerve is unduly sensitive to tobacco. 
In a study of 13 men with tobacco am- 
blyopia, the mean vitamin B,, level in the 
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serum was found to be 218 ppg. per cc., 
while, for healthy controls, the figure was 
538 pug. per cc. Clinical manifestations of 
this deficiency may be absent because the 
amblyopia may precede by months or even 
years the onset of anemia, glossitis, neuro- 
logic involvement, or bone 
marrow. In any case of unexplained _peri- 
pheral neuropathy, myelopathy, or encepha- 
lopathy, serum levels of total and free vita- 
min B,, should be measured, particularly 


megaloblastic 


when nutritional deficiency is suspected. 

Most cases of tobacco amblyopia improve 
when the patient stops smoking. Even when 
use of tobacco is continued, however, visual 
acuity improves and changes in the visual 
field are generally reversed if cyanocobal- 
amine is administered parenterally in 100- 
pg. doses once or twice weekly for one 
month (once a day for the first fourteen 
days to anemic patients), then once every 
two weeks for two months, and, finally, 
once a month for three months. 


Oral Hypoglycemia Agents in the 
Management of Diabetes 
Clin. North 


A. MARBLE. M. America 42: 


1163-1177, 1958. 

In the past three decades, numerous oral 
hypoglycemic agents have been introduced 
and evaluated, the most widely tested and 
effective of which is tolbutamide (Orinase) . 
Before use of this medication in the patient, 
it is most important that the diabetic status 
be evaluated, since disaster may result if a 
patient who really needs insulin is shifted 
to the oral hypoglycemic agent. 

To aid in the proper selection of patients, 
various tests have been advocated, including 
therapeutic trial in adult patients, develop- 
ment of keto-acidosis determination, and the 
sulfonylurea response test. 

In a study of over 1,000 cases, it has been 
discovered that only certain patients should 
be considered as possible candidates for the 
oral hypoglycemic agents, and certain crite- 
ria have been established: 

1. Patients who should definitely not re- 
ceive tolbutamide include children and ado- 
lescents, adults with the of diabetes 
in childhood or other adults 
with the unstable, juvenile type of diabetes 
with an easy tendency to keto-acidosis, and 


onset 
adolescence, 


‘ 


most patients under 40 years and certainly 
those under 30 years. 

2. If the patient is over 40 years of age 
and has the maturity type onset of diabetes, 
tolbutamide may be used if the daily in- 
sulin dose is less than 40 units and prefera- 
bly less than 20 units. Before use of the 
drug, dietary management should certainly 
be attempted and evaluated. 

3. If the patient fits a satisfactory cate- 
gory as defined above, therapeutic trial over 
a period of three days or the sulfonylurea 
response test should be used to further sat- 
isfactorily classify the patient. 

In establishing treatment, 3 gm. of tol- 
butamide are given the first day or two, 2 
gm. the next day or two, and, finally, 1 gm. 
is introduced as the usual maintenance 
dose. In certain patients, after some days or 
weeks, the dose may be reduced to .5 gm. 
daily. In occasional cases, if the blood and 
urine tests remain normal, dietary restric- 
tion alone may be found sufficient. In pa- 
tients not completely responsive to 1 em. 
daily, the dose may be increased to 1.5 or 2 
em. daily. Medication is usually adminis- 
tered before breakfast. 

Patients whose urine contains little or no 
sugar and whose fasting blood sugar levels 
are 110 mg. per 100 cc. are regarded as be- 
ing in good control. With periods of stress, 
as in infection, injury, or surgery, tolbu- 
tamide may be inadequate to control the 
blood sugar, and these patients should be 
temporarily switched to insulin. 

Of 772 patients treated with tolbutamide 
as outlined, good control was obtained in 
52.6 per cent and fair control in 18.5 per 
cent. Only 1.1 per cent of the total group 
of patients had side effects necessitating dis- 
continuance of the drug, and these consisted 
largely of urticaria and transient digestive 
disturbances. No consistent evidence of leu- 
kopenia, agranulocytosis, or liver function 
abnormality was noted. 


Lacrimal Hyposecretion 
A. J. ELIOT. Canad. M. A. J. 79: 
1958. 

Lacrimal hyposecretion is commonly met in 

patients over 40, the decrease in flow of 

tears being roughly parallel to the increas- 
ing age. Lacrimal hyposecretion may follow 
senile atrophy of the lacrimal gland; exci- 
sion of the gland; or obstruction of lacrimal 
ducts secondary to burns, pemphigus, tra- 
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BECKER, M. C., Simon, F. and Bernstein, A.: J. Newark Beth Israel Hosp. 
9:58 (January) 1958. 


“On chlorothiazide the response was striking with . . . improvement in cardiac 
status and loss of toxic symptomatology. . . . One of the most important effects 
of the potent oral diuretic was the smooth continuous diuresis. There was less 
fluctuation in the weight . .. marked diminution in the number of acute 
episodes of congestive heart failure such as paroxysmal dyspnea and 
pulmonary edema. . . . [DIURIL] appeared as potent a diuretic as parenteral 
mercurials and indeed in some patients it was effective when parenteral 
mercurials failed. . .. We have encountered no patient who once responsive to 
chlorothiazide later developed resistance to it.” 


DOSAGE: one or two 500 mg. tablets DIURIL once or twice a day. 


SUPPLIED: 250 mg. and 500 mg. scored tablets DIURIL (chlorothiazide); 
bottles of 100 and 1,000. 


MERCK SHARP & DOHME vision of MERCK & CO., INc., Philadelphia 1, Pa. Qo) 
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choma, or radiation therapy. It is also met 
following interruption of the nerve supply 
to the lacrimal gland as in basal fractures, 
geniculate herpes, and neuroparalytic kera- 
titis. It may also be a symptom of Sjégren’s 
syndrome in middle-aged women with di- 
minished salivary secretions and arthritis. 

Patients usually complain of blurring of 
distant and, particularly, reading vision and 
burning, itching, and smarting of the eyes. 
Diagnostic tests include the actual record- 
ing of tear flow by filter strips and Schir- 
mer’s standard blotting-paper test. 

Treatment consists of the use of gelatin 
and Locke’s solution as a substitute for tears 
and the application of an antibiotic or sul- 
fonomide ophthalmic ointment at night. If 
this conservative treatment does not amelio- 
rate symptoms within three to four months, 
stenosis of the lacrimal puncta by diathermy 
as an office surgical procedure is undertaken. 


Reversibility of Pregangrene in the 
Severely Ischemic Limb 

A. W. HUMPHRIES, V. G. DEWOLFE, and F. A. 

LEFEVRE. J. Bone & Joint Surg. 40-A: 

983-993, 1958. 

Interference of blood flow to an extremity 
may be sudden or gradual. Sudden occlu- 
sion demands early definitive arterial sur- 
gery for success. An embolectomy or throm- 
bectomy is performed on arteries of good 
quality, but sclerotic vessels require arterial 
erafts. If blood remains fluid in the veins of 
the foot, no matter how poorly they fill, the 
limb may be restored by surgery. Embolec- 
tomy within the first twenty-four hours 
saves most extremities, and about one hall 
are saved if it is done within forty-eight 
hours. After eight hours, however, sensory 
and motor changes occur which may be 
moderate or even permanent, 

The more common slow progressive arte- 
riosclerotic occlusion, heralded by intermit- 
tent claudication, is seen in two forms as 
determined by arteriograms. The segmental 
form is of definite length with a patent ves- 
sel above and below the point of constric- 
tion and is amenable to grafting. ‘The non- 
segmental occlusion has no patent: lumen 
distally and is not correctable by direct sur 
gery. A sympathectomy is performed in 
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hope of lowering the site of amputation if it 


does not save the limb. Equivocal arterio- 
grams call for exploration of Hunter’s canal 
or the popliteal space. Blood is pumped into 
the distal end of the artery, measuring pres- 
sure and flow. If the run-off is high, grafting 
is done; if low, a sympathectomy is indicated. 
In some cases, both arterial grafting and 
sympathectomy are done. 

Sympathectomy is used frequently with 
good results in the ischemic limb, but the 
superior results of arterial grafting makes it 
the procedure of choice when indicated. 


Appendicitis in the Aged 

E. CHRISTENSEN. Brit. M. J. No. 5100: 

832-833, 1958. 

Appendicitis is not a rare disease in patients 
over 60 years of age, and, despite declining 
mortality, it remains a serious illness in this 
age group. Mild signs and symptoms often 
lead to perforation and_ peritonitis before 
the diagnosis is established. This complica- 
tion increases postoperative morbidity and 
mortality. 

Early operation is advised irrespective of 
age. Only a tender lump is treated conserva- 
tively, and an appendectomy is performed 
four to five months later. In perforated 
cases, antibiotics are given and drainage is 
occasionally required. Miller-Abbott suction 
is routine in bowel paralysis. Supportive 
therapy consists of fluids, electrolytes, and 
blood transfusions. 

With early operation, tumors of the ce- 
cum and appendix can be detected and 
treated at an early stage of their develop- 
ment. If possible, a search for cancer of the 
right colon should always be made in older 
persons. 


Geriatric Rehabilitation in Illinois 

D. C. LARSON. Indust. Med 27: 466-468, 

1958. 
The rapidly increasing number of elderly 
people creates a need for programs designed 
to keep our senior citizens as healthy as 
possible and useful to the community. The 
population over 65 grows at the rate of 1,000 
persons per day with the result that nursing 
homes and mental institutions are rapidly 
being overcrowded. Methods designed to re- 
turn older people to useful life in the com- 
munity from nursing homes and institutions 
for the infirm are in practice and are fur- 
ther being studied in research centers. 


(Continued on page 76A) 
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ACHROMYCIN Tetracycline 





the most 
widely used 
useful... 





ACHROMYCIN V: Capsules - Pediatric Drops + Syrup 

ACHROMYCIN: Capsules + Ear Solution 0.5% + Intramuscular + Intravenous - Nasal Suspension with 
Hydrocortisone and Phenylpherine Ointment 3% + Ointment 3% with Hydrocortisone 2% + Ophthalmic Oil 
Suspension 1% + Ophthalmic Ointment 1% * Ophthalmic Ointment 1% with Hydrocortisone 1.5°% + Ophthalmic 
Powder (Sterilized) + Oral Suspension + Pediatric Drops + PHARYNGETS® TROCHES : Soluble Tablets 
SPERSOIDS® Dispersible Powder - Surgical Powder (Sterilized) » Syrup - Tablets - Topical Spray - Troches 


*Reg. U.S. Pat. Off. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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ANNOUNCI 
a significant 

medical advance 

in peripheral vascular 


disorders 





e Orally effective 
e Clinically proved—widely studied 


e Well tolerated—notably few side-effects 


CYCLOSPASMOL provides a reliable, effective oral treat- 
ment for peripheral vascular diseases—vasospastic and 
occlusive. By its direct action on vascular musculature, 
CYCLOSPASMOL causes vasodilatation. It, therefore, 
promotes optimal tissue response and healing. 


“The criteria of success were not only the clinical 
course, but also objective symptoms, such as claudica- 
tion time, healing of extensive gangrenous lesions, and 
skin temperature.””! 


For control of intermittent claudication in: 
Arteriosclerosis obliterans 
Raynaud’s disease 


Buerger’s disease (thromboangiitis obliterans) 


Also indicated in: 
Ulcerations—diabetic, trophic 


Cold feet, legs and hands 
Supplied: Tablets, 100 mg., bottles of 100. 


REFERENCES: 1. Van Wijk, T.W.: Angiology 4:103, 1953. 2. Gillhespy, 
R.O.: Brit. M. J. 2:1548, 1957. 3. Gillhespy, R.O.: Angiology 7:27, 1956. 


4. Winsor, T.: Angiology 4:134, 1953. 5. Reeder, J.J.: Geneesk. gids. 31:370, 1953. 
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‘,..and switch Mr. Mason to Ascriptin, that new Rorer product. 


It stops the pain quicker, and won’t upset his stomach.’’* 


ee 


* ASCRIPTIN (aspirin buffered with MAALOXx®) .. acts faster and produces higher 
blood salicylate levels compared with acetylsalicylic acid. It reduces pain more 
rapidly in arthritic conditions and simple headaches. In addition, patients who 
suffered from gastric irritation after aspirin were able to take Ascriptin in com- 
parable dosages without any ill effects.’’! 


' Clinical and Blood Chemical Studies with Ascriptin. 


Feinblatt, T.M., et al. N.Y. State J. Med. 58:697, March 1, 1958. 

ASCRIPTIN: Acetylsalicylic acid 0.30 Gm., with MAALOx® (magnesium aluminum 
hydroxide gel) 0.15 Gm., bottles of 100 tablets. 

Samples on request. 


WILLIAM H. Rorer, INC., Philadelphia 44, Pa. 
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Iwo pilot studies are underway in Illi- 
nois to demonstrate the humanitarian and 
economic value of geriatric rehabilitation. A 
program in Peoria enlisting the cooperation 
of the total community demonstrates that 
28 per cent of patients studied are likely to 
benefit from rehabilitation and that 50 per 
cent of patients treated have already re- 
turned to their The 
treatment averaged $1,000 per case, a figure 


own homes. cost of 
approximating the annual cost of care in a 
public nursing home. Individual cases re- 
vealed that completely bedridden patients 
can be returned to useful living under their 
own care. 

Another program on a research basis at- 
tempts to learn the rehabilitation needs of 
nursing homes. ‘The program is designed to 
learn how nursing staffs can be 
trained in the technics and philosophy of 
rehabilitation. 


home 


A nationwide shortage of trained workers 
in physical therapy, occupational therapy, 
and allied 
fields hampers progress being made in geri- 
atric rehabilitation. Looking to the future, 
a need for recreation, employment, and 


speech and hearing therapy, 


“something to do” is foreseen as older citi- 
zens return from bedbound retirement to 


active life in the community. 


Parkinson’s Disease 
R. S. SCHWAB and A. C. 
Dis. 8: 488-509, 1958. 


ENGLAND. J]. Chron. 


and 
appears to be involving the older age group 
to a greater degree than it did before. Since 
paralysis agitans is known to follow episodes 


Parkinson’s disease is rather common 


of encephalitis, the steady increase in the 
average age of the patients seen in any par- 
ticular may represent the appearance 
common 


year 
of a disease which has a cause, 
such as influenza in the epidemic of 1917 to 
1919. Other types of parkinsonism are ar- 
teriosclerotic and idiopathic. Metabolic fac- 
tors, such as manganese poisoning, may also 
be involved. Since the parkinsonian popula- 
tion is now clearly older and well into the 
geriatric group, arteriosclerotic changes may 
be important in aggravating the disease. 
The disease often begins in a subtle and 
obscure manner so that its date of onset is 


sometimes difficult to determine. Early signs 
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may consist of peculiar and occasional in- 
voluntary posture-holding in a hand, slight 
loss in dexterity, vague but consistent uni- 
lateral fatigue, unilateral loss of vitality in 
facial expression, loss of usual arm swing on 
walking, and a generalized slight slowness of 
movement with reduction in motor activity. 

The better known and classical symptoms 
may be subdivided into five groups. 

@ Involuntary disturbance in the periph- 
eral motor system is commonly evidenced by 
a resting, alternating 4 to 5 per second trem- 
or with a resting plastic rigidity, especially 
in the wrist, and a cogwheel on passive mo- 
tion. 

@ In disorders of voluntary motor move- 
ments, the “petit pas” or shuffling small 
steps of parkinsonian patients are character- 
istic, a difficulty in initiating movement and 
in releasing movement is present, and _aki- 
nesia in all forms is noted. 

@ Disorders or loss in cranial function are 
evidenced by axial movements, which are 
produced with loss of spontaneous blinking, 
swallowing, and facial expressions associated 
with emotions, and dysphagia in all forms. 
Sialorrhea, both when asleep and awake, is 
due to the loss of automatic swallowing. Sal- 
ivation is annoying and also causes constipa- 
tion because of loss of lubricating fluid from 
the alimentary tract. 

© Disorders of the autonomic nervous 
system result in a greasy skin, excessive per- 
spiration, constipation, urinary difficulties, 
and temperature disturbances. 

@ Psychic disorders include changes in 
personality, loss of memory, restlessness, de- 
pression, anxiety, and even psychotic symp- 
toms. 

The physician should try to suggest any 
changes or alterations in the patient’s life 
pattern that might make for easier adjust- 
ment to the disease. More time should be 
allowed for performing ordinary chores; the 
amount and velocity of the daily work 
should be somewhat decreased. All forms of 
normal social intercourse should be contin- 
ued. Use of zippers instead of buttons, elas- 
tic shoe laces that do not have to be tied, 
loose clothing, soft shoes, and so on may be 
suggested to patients. 

Twenty different preparations are cur- 
rently available for the treatment of parkin- 
sonism, but none can completely control it. 
Parkinsonian rigidity may be relieved by 
such naturally occuring alkaloids as_ bella- 
donna and hyocine or by synthetic ana- 


(Continued on page 78A) 
























when your patients tell you: 
“I can't sleep,” your 
reliable, conservative answer is 


Squibb Chioral Hydrate 


GENERAL PRACTICE ‘The general practitioner likes it...can be given to-patients of all ages and 
physical status” 

CARDIOLOGY “patients with cardiac disease...no proof that it is deleterious to the heart” 
DERMATOLOGY “frequently the favorite of the dermatologist... skin reactions from it are uncommon” 
PSYCHIATRY “The psychiatrist often finds it the agent of choice...much less likely to produce mental 
excitement” Current Concepts in Therapy: Sedative-Hypnotic Drugs II. Chioral Hydrate. New England J. Med. 255: 706 (Oct. 11) 1956, 
Adults: 1 or 274 gr. capsules or 1 or 2 teaspoonfuls of Noctec Solution 15 to 30 minutes before bedtime. 

Children: 1 or 2.3% gr. capsules or %4 to 1 teaspoonful of Noctec Solution 15 to 80 minutes before bedtime. 
Supply: 7% and 3% gr. capsules, bottles of 100. Solution, 7% gr. per 5 cc. teaspoonful, bottles of 1 pint. 


Squibb Quality—the Priceless Ingredient 


*HOOTER'® 19 A SQUIRG TRADEMARK, 





during 


pregnancy 


gentle 
overnight 
laxative 


action 





= Taken at bedtime, pleasant- 
; tasting Agoral works gently 

and effectively, without dis- 
turbing sleep, to produce a 
normal bowel movement the 
following morning. At the 
hospital, too, nurses and 
post-partum patients alike 
value the convenience and 
dependability of Agoral.To 
promote natural bowel func- 
tion, prescribe nonhabit- 
forming Agoral. 


s ° 
'agoral 
the gentle laxative 
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MORRIS PLAING. Nv. 
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logues of the natural alkaloids, such as 
Artane, Kemadrin, or Pagitane. Treatment 
can be started with any of the preparations 
using the smallest tablet available for the 
first three days, twice a day. The dose is 
then increased to three times a day and 
finally, if more is desired, to four times a 
day. The medicine is best given during or 
after meals, four hours apart. With the 
occurrence of side effects, such as dried 
mouth, blurred vision, or, in the case of old 
people, nocturnal confusion and_ loss of 
memory, the dosage must be reduced im- 
mediately to a lower level. 

The most effective drug against tremor is 
Parsidol, which should be started by giving 
10 mg. twice a day, increasing to four times 
a day over a five-day period. The dose can 
be increased by increments of 10 mg., with 
an interval of three to five days between 
dose changes. Another useful preparation is 
Pacatal, a tranquilizer as well as an anti- 
tremor drug. Cogentin, an antitremor and 
antirigidity drug, is more slowly excreted 
than others. Antihistaminics may add to the 
effectiveness of some of these preparations. 
Analeptics such as Dexedrine may be used 
to counteract the sluggishness resulting from 
the medications. 

Measures should be taken to relieve the 
constipation which is so common in patients 
with Parkinson’s disease. Physiotherapy is 
very helpful in keeping the patient com- 
fortable and mobile. 

The development of sterotactic —place- 
ments within the human brain and_ the 
great advances of neurosurgical technics 
promise to afford many patients relief of 
their symptoms. A surgically produced le- 
sion in the mesial part of the globus pal- 
lidus can result in dramatic improvement 
in some patients. 


Simultaneous Cholecystography and 
Urography With a New Medium 
“Duografin” 
r. L. ORLOFF. Am. J. Roentgenol. 80: 
618-619, 1958. 
\ new radiopaque preparation, Duografin, 
makes possible simultaneous visualization of 
the biliary and renal systems. Compounded 
of renografin and cholografin in aqueous so- 


(Continued on page 82A) 








Reported results with RONIACOL in intermittent claudication 


FROM HALF A BLOCK TO TWO MILES. The 
patient, a 57-year-old white male 
with peripheral arteriosclerosis of 
about three years’ duration, com- 
plained of pain in the right leg after 
walking half a block. After four 
weeks of treatment with Roniacol 
(75 mg per day), he was able to 
walk 20 blocks—and later two miles 
—without a sign of intermittent 
F claudication. Three years after dis- 
continuing therapy, “he still is able 
to walk unlimited distances and is 
without need of treatment.’* 


CONVERTED TO PURE VITAMIN IN THE BODY. 
Roniacol is not an adrenergic block- 
ing agent; it is converted to the pure 
vitamin form (nicotinic acid) in the 
body and acts directly on the smooth 
muscle of the vascular wall. 


EMINENTLY SAFE. There are 70 known 
contraindications to Roniacol. “Pa- 
tients up to the ages of ninety have 
tolerated the drug in doses up to 
600 mg with no adverse effects.”* 

*M.M. Fisher and H.E. Tebrock: New York State J. Med, 


53:65, 1953. 
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HALF A BLOGK 


containing 50 mg of Roniacol per teas poon- 
ful (5 cc), available in bottles of 16 ounces 
and one gallon. 
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RONIACOL®—brand of bet 





dy! carbinol 
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lution, this medium is useful in suspected 
renal or biliary involvement or in routine 
physical examinations when time is an im- 
portant factor. 

The roentgenographic examination is best 
carried out in the morning, the patient hav- 
ing been instructed not to eat or drink after 
retiring the night before. A laxative such as 
castor oil or compound licorice powder may 
be taken. 

Thirty minutes to one hour before the ex- 
amination, 50 mg. pyribenzamine is admin- 
istered Patients with histories of 
drug reactions, asthma, or hay fever are 
given 1 cc. of test solution intravenously 
and are observed carefully for one-half hour 
for signs of hypersensitivity. 


orally. 


Duografin, 30 to 40 cc., is warmed to room 
temperature and injected intravenously 
over a period of five to ten minutes. For 
duct visualization, the patient lies in a su- 
pine position with his left side elevated. For 
roentgenography of kidneys, ureter, and 
bladder, the usual technic is employed. The 
kidneys are best visualized within seven 
minutes after the injection, the hepatic and 
common ducts, within fifteen minutes, and 
the gallbladder, within two to two and one- 
half hours. 

Duografin appears to be well tolerated, 
and vomiting the 
major symptoms of toxicity. 


with nausea occasional 


Rehabilitation of the Elderly Amputee 
G. D. DAY and G. F. PENNAL. Canad. J. Surg. 
2: 44-50, 1958. 

In a series of 79 patients over 55 years of 

age who had supercondylar amputations, 

only 37 were considered fit enough to war- 
rant prosthetic training, and only 12 ob- 
tained satisfactory 

Measures to increase the number of patients 


use from a_ prosthesis. 


who can benefit from use of a_ prosthesis 
include more frequent below-the-knee am- 
putation, use of a peg-leg in more patients, 
and rational geriatric care. Degenerative car- 
diovascular disease, which is found in the 
majority of the elderly people requiring am- 
putation, limits the number of patients who 
can satisfactorily use a prosthesis. 

The rehabilitation program in the elderly 
amputee should be simple, easy, and started 
early after the amputation. The patient 
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should first be fitted with a peg-leg and 
then with an artificial leg if progress has 
been good with the peg-leg. 

Age alone should not be used as a guide 
in selection of patients for ambulation. The 
trial use of a pylon and crutches should be 
encouraged; such exercises do no harm, and 
many patients, aithough unsuccessful, are 
happier after at least trying to walk with 
such aids. Time and effort should not be 
spent in foolhardy attempts to rehabilitate 
those too debilitated, unwilling, or unable 
to use a pylon. A wheel chair should be ad- 
vised without hesitation. 


Prosthetic Replacement in Treatment 
of Fracture of the Femoral Neck 
J. J. WILEY and G. HAMMOND. Lahey Clin. 
Bull. 10: 239-243, 1958. 
The treatment of choice in the majority of 
patients with recent fractures of the femoral 
neck is accurate reduction and rigid internal 
fixation. However, replacement of the fem- 
oral head with a prosthesis is indicated in 
poor-risk without 


aged, patients with or 


complicating disease, in elderly patients 
with nonunion of neck fractures, 
and in patients in whom satisfactory reduc- 


femoral 


tion and fixation cannot be obtained, severe 
comminution is present, or avascular necro- 
sis of the femoral head has developed. 

Pre-existing disease often produces debil- 
ity so severe that internal fixation with long 
periods of nonweightbearing on crutches 
and in a wheel chair is inadvisable. Age and 
concomitant disease are among the most im- 
portant factors in planning the management 
of femoral neck fractures. 

Either the anterior iliofemoral approach 
of Smith-Petersen or the posterolateral ap- 
proach of Gibson may be utilized. The vital- 
lium Moore prosthesis is used in most cases 
at present. Postoperatively, the injured leg 
is placed in balanced suspension if the pa- 
tient is unable to cooperate, and gentle, ac- 
started in three to four 
days. After one or two weeks, partial weight- 
bearing with crutches is started, and full 
weightbearing is instituted shortly there- 
after, depending on the condition of the 
patient. 


tive exercises are 


On this regimen, the average period of 
hospitalization is thirty-seven days, with a 
range from fourteen to ninety-eight days. 
After five years, good results were reported 
in 18 of 19 patients. 








TWO NEW PRODUCTS 


FOR RHEUMATISM AND TRAUMATIC DISORDERS 


HE SPECIFIC MUSCLE RELAXANT PLUS 
THE PREFERRED ANALGESIC 


‘OR ARTHRITIS 


fective and well tolerated on the practical dosage of only 6 tablets daily, 
ARAFON and PARAFON WITH PREDNISOLONE provide benefits that last for up to six hours. 


ARAFON relieves pain, stiffness, and disability caused by rheumatism and traumatic 
isorders; PARAFON WITH PREDNISOLONE compounds this relief with anti-inflammatory 
ction in treatment for arthritis. 

ipplied: PARAFON: ‘Tablets, scored, pink, bottles of 50. Each tablet contains: 

ARAFLEX Chlorzoxazonet 125 mg.; and TYyLENOL® Acetaminophen 300 mg. 

ARAFON WITH PREDNISOLONE: Tablets, scored, buff colored, bottles of 36. 

ach tablet contains: PARAFLEX Chlorzoxazone 125 mg.; 

YLENOL Acetaminophen 300 mg.; and prednisolone 1,0 mg. 


recautions: The precautions and contraindications that apply to all steroids should 
kept in mind when prescribing PARAFON WITH PREDNISOLONE. 


RADE-MARK = TU.S. PATENT PENDING 


{cNeil Laboratories, Inc + Philadelphia‘32, Pa. 223458 
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salon’? to control cough 


Staue agent with multiple actions broadens cough therapy 


A single therapeutic agent developed by 
cIBA research now does all that has been at- 
tempted with combination cough remedies. 
Extensive clinical trials, involving more 
than 3,000 patients with acute or chronic 
cough, have shown that TESSALON has at 
least six advantages that result in better total 
management of the patient with cough: 

1. TESSALON acts peripherally, to con- 
trol cough in the chest. 

2. TESSALON acts centrally, to control 
cough at the level of the “cough center” in 
the medulla. 

3. TESSALON is reported to thin sputum.” 
4. TESSALON increases vital capacity 
and ventilation. 

5. TESSALON improves exercise toler- 
ance. 


6. TESSALON relieves dyspnea. 


Fewer coughs per minute 

Shane and co-workers,” using the method of 
Bickerman and Barach,* induced measur- 
able cough in 20 volunteers, using a 15 
per cent citric acid aerosol as the cough- 
producing agent. The antitussive efficacy of 
TESSALON (100 mg.) was estimated to be 2’ 
times that of codeine (1 grain) in this test. 


Cough suppressing activity of TESSALON? 
Average Number of Coughs* 


No therapy 8.3 
Codeine 4.4 
TESSALON 17 


*Based on 5-minute interval immediately following inhala- 
tion of citric acid to induce cough. Each patient was tested 
on three separate occasions. 


Controls cough in the chest 

It has been shown that the increased sensi- 
tivity of the sensory receptors in the lung 
during inspiration is an important part of 
the cough mechanism. TESSALON has a selec- 
tive inhibiting effect on these dilation or 
“stretch” receptors* that helps to control 
cough where cough begins—at points of irri- 
tation in the chest. 


Controls cough at the cough center 

in the medulla 

Spinal reflex arcs were studied for the inhib- 
itory effect of TESSALON on the transfer of 


afferent cough impulses to the efferent 
branch of the cough reflex. The administra- 
tion of TESSALON inhibited reflex transmis- 
sion, when the afferent nerve was stimulated 
electrically. With this “damping” effect on 
the cough center in the medulla, TESSALON 
controls cough centrally, as well as periph- 
erally. 


Thins sputum 


TESSALON controls cough frequency without 
interfering with productivity or expectora- 
tion. In fact, sputum is usually thinner, 
easier to raise.’ 

Effect of TESsALON on sputum’ = 


Amount 7 _Consistency : 
Less 32 patients Heavier 2 patients 
More 2* patients Lighter | 27 patients 
Same _ 16 patients _ Same __| 20 patients 


*These patients noted more but lighter sputum. 


Increases vital capacity 


Respiration usually increases both in depth 
and volume during TESSALON treatment.° In 
one study,’ patients with chronic respiratory 
disease, with and without bronchospasm, 
showed a mean increase of 19.7 per cent in 
vital capacity after a 2-week course of 
TESSALON. 


Improves exercise tolerance 

By inhibiting stretch receptor activity, and 
by increasing ‘air intake, TESSALON enables 
patients to tolerate exercise or work better, 
eliminates many paroxysms of coughing. 


Relieves dyspnea 

Farber and Wilson* note that one of the im- 
portant contributions of TESSALON to cough 
therapy is “...its action as a reliever of dysp- 
nea in some patients.”’ Shortness of breath, 
wheezing, weakness, “blackouts” are not 
likely to trouble the patient treated with 
TESSALON. 


Fast, prolonged action 


The cough suppressant effect of TESSALON 
starts rapidly—usually within 15 to 20 min- 
utes. The duration of effect is prolonged— 
usually from 3 to 8 hours. 
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Indications 
TESSALON is indicated in acute and chronic 
cough. 

ACUTE: Common cold, Bronchitis, Pneu- 
monia, Upper respiratory infection, Pleu- 
risy, Spontaneous pneumothorax, Bronchial 
irritation provoked by gases and foreign 
bodies. CHRONIC: Pulmonary emphysema, 
Bronchitis (emphysematous, asthmatic), 
Bronchial asthma, Tuberculosis, other 
chronic pulmonary diseases, Pulmonary or 
mediastinal tumors 

PROCEDURES: Bronchoscopy and bronchog- 
raphy, Thoracentesis, Thoracic surgery 
Dosage 

ADULTS: Average dosage is one Perle (100 
mg.) t.i.d. If necessary, or where cough is 
refractory, up to 6 Perles (600 mg.) daily 
may be given. 

CHILDREN UNDER 10: One Pediatric Perle 
(50 mg.) t.i.d. is the usual dosage. 

The Perles should be swallowed without 
chewing, and, if necessary, with a liquid. 
Release of TESSALON from the Perle in the 
mouth produces a temporary local anesthe- 
sia of the oral mucosa. 

Side E fects 

TESSALON is well tolerated. Only occasional- 
ly have side effects been reported. Skin rash, 
nasal congestion and a vague “chilly” sensa- 
tion have been mentioned. In rare instances, 
gastrointestinal upset, constipation or seda- 
tion have been observed. No adverse effects 
on respiration, kidney or liver function tests, 
blood count or urinalysis were reported. 
Supplied 

Perle form (liquid-filled gelatin spheres) 
provides speed of liquid medication—con- 
venience and dosage accuracy of capsule 
medication. In two strengths: 100-mg. 
Perles (yellow), for adult use; 50-mg. 
Perles (red), for children under 10. 


Samples available on request. 
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Controls cough 
where cough 
begins—in the chest. 


cough reflex center— 
in the medulla. 
Thins sputum. 
Increases vital capacity 
and ventilation. 


Improves exercise tolerance. C IBA 
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Relieves dyspnea. 





Activities and 
Announcements 


Il news and announcements for this department 
should reach the editorial office six weeks before 
publication date. Please direct all communica- 
tions to News Editor, Gertarrics, 84 South Tenth 
Street, Minneapolis 3, Minnesota. 


Conference on Health Problems 
Planned 


Plans are being developed for a national 
conference on the health problems of the 
aged to be held this spring under the spon- 
sorship of the Joint Council to Improve the 
Health Care of the Aged. According to Mrs. 
Florence L. Baltz, Washington, [linois, 
newly-elected chairman of the Council and 
incoming president of the American Nurs- 
ing Home Association, the conference will 
provide the basis for more effective joint 
planning on the part of those who are the 
principal purveyors of health care for the 
aged. The objectives of the Joint Council, 
which was formed last April under the 
sponsorship of the American Dental, Hos- 
pital, and Medical Associations and_ the 
American Nursing Home Association, are to 
identify and analyze the health needs of the 
aged, appraise their available health re- 
sources, develop programs to foster the best 
possible health care for old people, devise 
effective methods of payment for such care, 
and initiate health education programs for 
the aged. For further information, write to 
the Council at 130 North Clark Street, Chi- 
9 


ao 
Cago 


Vew Jersey Governor Calls Conference 

Governor Robert B. Meyner of New Jersey 
has called a Conference on Aging for April 
16, 1959, to be held at the War Memorial 
suilding in Trenton. The conference will 
spotlight the theme, The Senior Citizen in 
the Community, and discussions will cover 
a wide cross-section of problems related to 
aging, including economic planning, hous- 
ing, social attitudes, and trends in medical 
and institutional care, with emphasis on 
prevention and rehabilitation. Many diverse 
groups will be brought together at the Con 
ference to explore methods of joint action 
at the community level to meet the needs of 
senior citizens. Interested individuals and 


SGA 


representatives of professional, government. 
and community groups are invited to attend 
and participate in the exhibits. For further 
information, write to Mrs. Eone Harger, 
Director, New Jersey Division of Aging, 
State House, ‘Trenton 25. 


Rehabilitation Course 

\ two-week course devoted to Principles 
and Practice of Geriatric Rehabilitation will 
be held at the Bird S. Coler Hospital, New 
York City, April 6 to 17 under the auspices 
of the Department of Physical Medicine and 
Rehabilitation, New York Medical College- 
Metropolitan Hospital Center. The course, 
which is open to registered nurses, occupa- 
tional therapists, physical therapists, and 
social workers, will provide intensified train- 
ing in the rehabilitation care of the elderly, 
chronically ill patient in the hospital, home, 
old age home, and nursing home. It will 
consist of lectures, seminars, clinical demon- 
strations, and practice workshops. A tuition 
fee of $100 will be charged for the course, 
which is supported by the United States 
Office of Vocational Rehabilitation and the 
New York State Department of Health. 

\ limited number of federal scholarships 
will be available for tuition, maintenance, 
and travel. Grants for New York State schol- 
arships are available only to New York State 
residents or those showing evidence of intent 
to work in the state. Requests for applica- 
tions, which should be returned by Febru- 
ary 2, should be sent to Dr. Jerome S. ‘Tobis, 
Director, Department of Physical Medicine 
and Rehabilitation, New York Medical Col- 
lege, 1 East 105th Street, New York City 29. 


Other Meetings of Geriatric Interest 

January 23 to 24—American Group Psy- 
chotherapy Association, New York City. 

January 24 to 29—American Academy of 
Orthopaedic Surgeons, Palmer House, Chi- 
Cago. 

February 10 to 12—National Conference 
on Homemakers’ Services, Chicago. 

March 30 to April 1—American Ortho- 
psychiatric Association, thirty-sixth annual 
meeting, Sheraton Palace Hotel, San Fran- 
cisco. 

\pril 9 to 12—American Association for 
Cancer Research, Inc., Haddon Hall, At- 
Jantic City. 


(Continued on page 90A) 
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May 15th. Severe decubitus ulcer over femoral greater tuber- 
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Routine application of White’s Vitamin A & D Ointment promotes 
granulation and epithelization in stubborn bedsores, chronic ulcers of varied etiology, 
burns and slow-healing wounds that do not permit primary surgical 
closure. It is also useful as a protective and therapeutic covering in 
miscellaneous skin conditions characterized by abnormal dryness. 
White’s Vitamin A & D Ointment provides vitamins A and D ina 
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{ July 12th. After 2 months of treatment with White's Vitamin 
A & D Ointment, ulcer crater reveals healthy granulation tissue 
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\pril 27 to May 1—American Psychiatric 
Issociation, annual meeting, Municipal Au- 
ditorium, Philadelphia. 


May 11 to 17—National League for Nurs- 
ing, biannual convention, Philadelphia. 

May 24 to 29—National Conference on 
Social Welfare, eighth annual forum, San 
Francisco. 

June 2 to 6—Second Pan-American Con- 
gress on Rheumatic Diseases in conjunction 
with the twenty-third annual meeting of the 
Imerican Rheumatism Association, Wash- 
ington, D. C., and Bethesda, Maryland. 


November 17 to 22—National Association 
for Mental Health, annual meeting, Kansas 
City, Missouri. 


\ugust 7 to 14, 1960—Fifth International 
Congress of Gerontology, San Francisco. 

January 1961—Second White House Con- 
ference on Aging, Washington, D. C. 


Editor Honored 

Dr. Charles B. Huggins, associate editor of 
Geriatrics and director of the Ben May 
Laboratory jor Cancer Research of the 
University of Chicago’s medical and biologic 
research center, has been awarded the 
Charles Mickle fellowship for 1958 by the 
University of ‘Toronto for his contributions 
in the field of cancer. The fellowship, which 
is accompanied by an award of $1,000, is 
awarded to that member of the medical 
profession and related sciences who is con- 
sidered by the Council of the Faculty of 
Medicine of the University of Toronto “to 
have done most during the preceding ten 
years to advance sound knowledge of a prac- 
tical kind in medical art or science.” 


Veals on Wheels 

Within the last few years, the growing 
awareness of the health and economic prob- 
lems facing infirm old people has brought 
about the development of Meals on Wheels 
projects, which deliver ready-to-eat meals to 
homes of aged or handicapped persons. Re- 
ports from the different projects in various 
parts of the country indicate that not only 
has there been noticeable improvement in 
the mental and physical health of the aged 
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clients, resulting in more active social par- 
ticipation and reintegration into community 
life, but communities have realized a finan- 
cial saving through less need for institu- 
tional facilities, provision of medical care, 
and assistance payments. 

In Philadelphia, where the service was 
first instituted in America five years ago, the 
program is operated by the Lighthouse, a 
red-feather setthkement house. Staff members 
and volunteers prepare and deliver two 
meals a day to clients who pay from 40 to 
80 cents a day, depending on their incomes. 
This service, which has served as a model 
to many other programs in other cities, is 
still operated as a demonstration project 
and stresses continuing study and research, 
including regular physical examinations to 
measure the effect of the program on the 
physical and mental health of the clients. 
Similar successful Meals on Wheels projects 
have been developed in Columbus, Ohio, 
and Rochester, New York, and others are 
being planned in Dallas, Minneapolis, Ro- 
chester, Minnesota, and Milwaukee. 


Attends Congress 

Dr. George R. Herrmann, associate editor 
of Geriatrics and professor of medicine at 
the University of Texas in Galveston, re- 
cently attended the Third World Congress 
in Brussels where he presented a_ paper. 
Following the Congress, Dr. Herrmann 
made a teaching tour of the United States 
\rmy Hospitals in Europe. 

* 


New Hospital Dedicated 

Dedication ceremonies for the National Or- 
thopaedic and Rehabilitation Hospital, 
which has been designated by Congress 
as a Pilot Rehabilitation Hospital for the 
physically handicapped, were held October 
25 at Arlington, Virginia. The chief objec- 
tives of the new hospital, as outlined by its 
medical director, Dr. O. Anderson Engh, 
will be to offer a complete rehabilitation 
service to handicapped individuals, includ- 
ing medical care, job training, and, as much 
as possible, arranging for employment of the 
disabled person; to utilize volunteer com- 
munity help in order to cut costs and there- 
by increase the number of individuals who 
can receive service; to offer a rehabilitation 
service conducive to broad medical partici- 
pation, keeping the patient’s own physician 


(Continued on page 96A) 
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Nursing homes are overcrowded with elderly patients suffering 
from cerebral arteriosclerosis. In many cases, “strokes” resulting 
from cerebral hemorrhage or thrombosis are disabling compli- 
cations. 


In this field of neurology and psychiatry, excellent results are 
obtained with Iodo-Niacin Tablets (potassium iodide 135 mg. and 
niacinamide hydroiodide 25 mg.). lodo-Niacin permits long con- 
tinued use of iodide medication without iodism. 


Feinblatt, Feinblatt and Ferguson’ treated 59 elderly patients suf- 
fering from arteriosclerosis with Iodo-Niacin for over a year. 
Dizziness was relieved in 71% of cases, vague abdominal dis- 
tress in 87%, chronic headaches in 61%, and disorientation in 
50%. There was not a single case of iodism in this series. 


The recommended dosage is 2 tab- 
lets three or four times daily, to be 
continued as long as needed. In 
urgent cases Iodo-Niacin Ampuls 
may be used for intramuscular or 
slow intravenous injections’. Appar- 
ently no hazard of iodism. 

Feinblatt, T. M., Feinblatt, H. M. and 


F 
Ferguson, E. A., Am. J. Digest. Dis. 22:5 
1955. 2. Ibid., M. Times 84:741, 1956. 
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...easy to assimilate! 


All-wheat Wheatena is as digestible as it 
is nutritious—and so easily assimilated it’s 
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Made of all the wheat—wheat germ, bran 
and farina—Wheatena is low in fat con- 
tent. So delicious, its distinctive nut-like 
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tite! And so easily digested and assimi- 
lated, even infants thrive on it! 
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sugar...is a protein- 
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nutritional support 
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today. 
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in charge of his patient; to institute imme- 
diate rehabilitation in cases of potential dis- 
ability; to make services available to per- 
sons of moderate means; and to carry out 
various demonstrations so as to obtain valu- 
able information, which may be used in 
other parts of the country. 


Survey in Michigan 

In response to a request from Governor G. 
Mennen Williams of Michigan, the special 
Staff on Aging of the Department of Health, 
Education, and Welfare initiated a survey of 
the state’s programs in aging to develop rec- 
ommendations that would lead toward posi- 
tive action. Participants at the first joint 
meeting held on November 5 included spe- 
cialists from the Departments of Health, 
Education, and Welfare and Labor, the 
Housing and Home Finance Agency, and 
the Veterans Administration and represent- 
atives of the Governor’s cabinet, the Inter- 
departmental Committee on Aging, the Leg- 
islative Advisory Council on Problems of 
Aging, the Michigan Gerontological Society, 
and the Division of Gerontology of the Uni- 
versity of Michigan. It was agreed that the 
survey should be designed as a guide which 
could be recommended to other states to 
help them prepare for participation in the 
White House Conference on Aging to be 
held in January 1961. 


Old Photos of Physicians Driving 
Cars Requested 
To help illustrate an exhibit centered 
around the role of physicians in the devel- 
opment of the automobile in the United 
States at the turn of the century, the Illinois 
Medicai Society is asking for the loan of old 
photographs showing physicians driving cars 
of 1900 to 1910 vintage. Scenes showing dif- 
ficulties encountered on the road or poor 
highway conditions are especially desired. 
Photographs, which should be accompanied 
by the name and town of the physician, 
whether living or deceased, and the make 
and year of the automobile, should be sent 
to Mr. John A. Mirt, Illinois State Medical 
Society, 185 North Wabash Avenue, Chicago 
Ls 

(Continued on page 98A) 
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New Project in Indiana 

The Project on Aging and the Aged of the 
Council of Community Services of St. Jo- 
seph County in Indiana, which is privately 
financed for a three-year period by contrib- 
utions from industry, labor, service clubs, 
needs of 
pro- 


and foundations, will study the 
older people, plan and recommend 
erams, and coordinate activities of the aged. 
The Project Committee consists of 25 mem- 
bers and has subcommittees on education, 
employment and income maintenance, 
health and institutional care facilities, hous- 
and recreation. Further information 
may be obtained by writing to the Council 
at 120 South Taylor Street, South Bend, 


Indiana. 


ing, 


New Survey of the Aged in Scotland 

\ sociologic and medical assessment of the 
needs of the aged is being undertaken with 
a grant of £7,500 in the northeast region of 
Scotland by a from the De- 
partment of Social Medicine of the Univer- 
sity of 


research team 
Aberdeen. In addition to providing 
an opportunity for practical cooperation be- 
tween the health 
meeting this universal problem, it is hoped 


and welfare services in 
that the study will indicate the origins of 
many problems of old age on which re- 
search has not yet been concentrated and 
will evaluate the role of 
services in dealing with them. 


the various social 


Studies Initiated in Arizona 

As a basis for preparing a community action 
program, the Committee on the Aged olf 
the Tucson Community Council has inau- 
studies, the first of 
which is a fact-finding survey of a random 


gurated a number of 
sample of at least 2,000 persons aged 62 and 
over to be volunteers. 
Questions will be related to personal data, 
household characteristics, leisure time inter- 
ests, religious activities, health status, medi- 
cal services and costs, occupational history, 


conducted by 75 


housing accommodations, financial status, 


and needs and desires. A second study will 
ascertain the role of community religious 
and other and _ institutions, 
and a third will inventory resources, facili- 


ties, services, and programs. To elicit inter- 


organizations 
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est throughout the community, a copy of 
A Senior Citizen’s Guide to Community Re- 
sources, which is published by the local 
chapter of the American Association of Uni- 
versity Women, is given to the older person 
during the survey interview. For further in- 
formation, write to Mrs. Wallace E. Alberts, 
Chairman, Committee on the Aged, Tucson 
Community Council, 240 North Court Ave- 
nue, Tucson. 





Rehabilitation Program 

As the result of an agreement reached last 
November, the New York University and 
the Institute for the Crippled and Disabled 
rehabilitation re- 
teaching, and services. The joint 


have combined efforts in 
search, 
goals are to provide all types of services, es- 
tablish a broad range of training opportuni- 
ties, achieve maximum utilization of facili- 
ties and services, and improve public under- 
standing. For further information, write to 
W. A. Spencer, New York University, Wash- 
ington Square, New York City 3, or Donald 
Weiss, Institute for the Crippled and Dis- 
abled, 400 First Avenue, New York City 10. 


Library Services for the Aged 

Under a plan developed by the Mount Ver- 
non Library and the Seabury Memorial 
Home in New York, residents of the Home 
are provided with reading materials from 
the Library and are encouraged to_partici- 
pate in the selection of books. Each month 
the Library sends the Home 40 books; of 
these, one-half are novels, one-quarter, bi- 
ographies, and the rest devoted to travel, 
philosophy, religion, the arts, and so on. 
Ihe residents’ requests are sent to the Li- 
brary when the previous month’s collection 
is returned and the new collection picked 
up and are then included in future ship- 
ments. For further information, 
Elizabeth Royce, Administrator, 
Memorial Home, 325 Highland 
Mount Vernon, New York. 


write to 
Seabury 
Avenue, 


Results of Duke University Study 

A pilot study conducted by Duke Univer- 
sity’s Regional Center for the Study of Ag- 
ing revealed that elderly persons today do 
not necessarily feel neglected by their chil- 
dren. After analyzing data gathered during 


(Continued on page 102A) 
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interviews of approximately 200 persons 60 
years of age or over, Duke researchers 
found that two-thirds of the group lived 
apart from their children but that, regard- 
less of separate living arrangements, 80 per 
cent of these persons did not feel neglected 
by their families. The researchers summed 
up their findings by stating that “although 
the extended family pattern appears to have 
disappeared in urban areas for the most 
part, we are unable to conclude that the 
interdependence between parents and their 
adult children has been replaced by inde- 
pendence, isolation, and neglect for the ma- 
jority of aged persons.” 


Insurance Plans to be Studied 

\ special committee to study the develop 
ment of coverage for persons over 65 years 
of age was recently appointed by Blue 
Shield Plans through their national associa 
tion, which has indicated that medical care 
coverage for senior citizens is a priority mat- 
ter. Currently, Blue Shield Plans in Arkan- 
sas and Nebraska offer special contracts [on 
persons over 65 who are ineligible for en- 
rollment under their regular nongroup con- 
tracts. The association has pointed out thei 
income limits of service contracts have re 
flected a trend toward liberalization in keep- 
ing with the general increase in family and 
individual incomes. 


Vew Society Elects Officers 

The new Texas Society on Aging, the prod- 
uct of a merger between the ‘Texas Geriatric 
Society and the Texas Gerontological So 
ciety, elected Herbert Shore of Dallas as its 
first president at a meeting held in Novem 
ber. Other officers include Dr. Ernest Kiel, 
Femple, president-elect; Dr. Hiram J. Fried 
sam, Denton, vice-president; and Mrs. Wil 
liam B. Ruggles, Dallas, secretary-treasurer. 
William C. Fitch, director of the Special 
Staff on Aging, U. S. Department of Health, 
Education, and Welfare, described the plans 
for the White House Conference on Aging 
to be held in January 1961, and Represent 
ative James A. Gober, vice-chairman of the 
Texas Interim Legislative Committee on 
\ging, spoke on Recent Legislative Develop 
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ments and Aging. For further information 
about the new society, write to Mrs. Berta 
Ellington, Membership Chairman, 4103 La 
Brana, Houston. 


Training Course in Social Gerontology 
Under a grant from the National Institute 
of Mental Health, Florida State University 
recently established a program for the train- 
ing of social workers in community services 
for the aged. The program is integrated 
with a social worker training program at the 
University, but will be carried on at the 
Jewish Home for the Aged in Miami under 
the direction of Miss Marta Korwin. 


Program for Senior Veterans 

A unique project, known as the Senior Vet- 
erans program, has been carried on success- 
fully for the past year at Minneapolis Vet- 
erans Administration Hospital, under the 
direction of Murray G. Berman, social work 
coordinator at the hospital. The program, 
according to the director, grew out of the 
realization that half of Veterans hospital 
patients are 55 and older. On recommenda- 
tion of the medical and social staffs, the vet- 
eran is urged to attend the series of 10 dis- 
cussion sessions on various aspects of adjust- 
ment to aging. 


Conference Reports 

\t the American Medical Association Plan- 
ning Conference on Medical Society Action 
in the Field of Aging, which was held Sep- 
tember 13 to 14 in Chicago, Dr. Louis M. 
Orr, president-elect. of the AMA, told the 
group that the primary task of AMA leader- 
ship this year is that of creating better care 
for the aged. Dr. Orr called efforts to solve 
the complex problems created by a growing 
old age population an “unparalleled cru- 
sade” and said that the profession must 
help because medicine and its related fields 
were largely responsible for the nation’s ex- 
panding longevity. The six points developed 
by the Committee on Aging included stimu- 
lation of a realistic attitude toward aging by 
all people, extension of effective methods of 
financing health care for the aged, expan- 
sion of skilled personnel training programs 
and improvement of medical and_ related 
facilities for older people, promotion of 


(Continued on page 107A) 











Ae 


he 
of 

pli 
sea 
op 
citi 


tio 
Pu 
res 
po 
em 
erd 
olc 
mu 
ap 
ler 
me 


wh 
an 
mi 


Si 














Activities and Announcements 





(Continued from page 102A) 


health maintenance programs and wider use 
of restorative and rehabilitative services, am- 
plification of medical and socioeconomic re- 
search in problems of the aging. and co- 
operation in community programs for senior 
citizens. 


The Fourth Annual Institute on Prepara- 
tion for Retirement, held October 6 to 10 at 
Purdue University, was planned for persons 
responsible for administration of personnel 
policies, pension plans, counseling 
employees, and conducting training pro- 
grams. Topics included the nature of the 


older 


older person, the older person in the com- 
munity, retirement problems in industry, 
approaches to solutions of retirement prob- 
lems, new approaches and ideas for adjust- 
ment to retirement programs, operation of 
a model retirement program, technics with 
which to implement retirement programs 
and services, education for retirement, ad- 
ministration of a practical retirement pro- 
gram, and resources to be used in imple- 


Vita- Metrazol 


elixir and tablets 


reactivates 


A general tonic indicated in geriatrics, fatigue 


menting the program. The last afternoon 
session was devoted to the role of the in- 
dividual, management, labor, and the com- 
munity in planning and developing a good 
retirement program and to a consideration 
of the possible programs which Institute 
members plan to put into operation in their 
respective organizations. For further infor- 
mation, write to Herbert C. Hunsaker, As- 
sistant Director, Division of Adult Educa- 
tion, Memorial Center, Purdue University, 
Lafayette, Indiana. 


Almost 200 members attended the Fourth 
Annual Scientific Meeting of the Western 
Gerontological Society, which was held May 
3 to 4 in Los Angeles. Officers elected at the 
meeting include Charles A. Preuss, presi- 
dent, Canon E. B. Ferguson, president-elect, 
and Mrs. A. M. G. Russell, secretary-treas- 
urer. Plans made to hold the 1959 
meeting in San Francisco in May. Member- 
ship in the Society is now open to all those 
actively working in the field of gerontology 
professionally, to members of all committees 
on aging, and to all those interested in the 
problems — ol Annual 


were 


aging. membership 
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dues are $1.00 for persons who are already 
members of the national Gerontological So- 
ciety and $2.50 for those who are not mem- 
bers of the national group. Anyone inter- 
ested in joining the Society should write to 
Mrs. A. M. G. Russell, Secretary-Treasurer, 
147 Patricia Drive, Atherton, California. 

The Florida Governor’s Conference on 
Aging, which was held October 16 to 17 in 
Tallahassee, stressed “grass roots” participa- 
tion by limiting attendance to invited repre- 
sentatives from each county. Topics covered 
in the program included economic problems, 
health, housing and living arrangements, so- 
cial services, and adult education and leisure 
time activities. For further information, 
write to the Florida Council on Aging, P. 
O. Box 989, Jacksonville. 


The mental health problems of residents in 
homes for the aged and how to deal with 
them was the subject of discussion at a 
meeting sponsored by the Community 
Council of Greater New York which was 
held October 28 in New York City. Prin- 
cipal speaker at the conference, which was 
attended by administrators of institutions 
for the aged and others employed in dealing 
with aged persons, was Dr. Alvin I. Gold- 
farb, who discussed Patterns of Maladjust- 
ment in Homes for the Aged. For further 
information, write to the Council at 7 West 
96th Street, New York City 25. 





The third annual series of One-Day Insti- 
tutes on the Church and the Senior Citizen 
was conducted from November 10 to No- 
vember 14 under the auspices of the Gen- 
eral Extension Division of Florida in co- 
operation with Florida State University, 
Pallahassee; Chipola Junior College, Mari- 
anna; the Florida Council of Churches; and 
local ministerial associations. These insti- 
tutes, which are held on a nondenomina- 
tional and interfaith basis, are designed to 
assist clergymen and other church and com- 
munity workers who are responsible for de- 
veloping programs and activities for older 
adults. Among the leaders of the institutes 
were Dr. R. Ira Barnett, well-known Florida 
minister and church leader, and Dr. W. P. 
Dillingham, professor of economics, Florida 
State University. For further information, 
write to Troy M. Wakefield, General Exten- 
sion Division of Florida, Room 809, Seagle 
Building, Gainsville, Florida. 
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FORMATRIX” contains three most essential bone 
ilding materials necessary for matrix formation, estro- 
h androgen and vitamin C. 


fhe estrogen component of “Formatrix” stimulates 
steoblastic activity, thus aiding calcium and phos- 
horus deposition; it also imparts a feeling of “well- 
ing.” The anabolic action of methyltestosterone pro- 


jotes the synthesis of protein and restores a positive 
| 


“FORMATRIX” — each tablet contains: 


Conjugated estrogens equine (“Premarin”’e)...... 


NRT V ICS OSLODONE s.4.5. sara 5 .0:fe 0 aa’. 6 geareiem ere cierete 


Ascorbic acid 


nitrogen balance. Together, these hormones have a 
greater effect on bone and protein metabolism than either 
alone, and side effects are minimized because of the 
opposing action of the two steroids on sex-linked tissues. 
Vitamin C plays an important role in formation of inter- 
cellular cement substance and amino acid synthesis. 
“Formatrix” has a large amount of vitamin C to aid in 
new bone matrix formation and to further help in the 
healing of fractures. 


Dosage: 1 tablet a day — In the female, three weeks of treatment with a rest period of one week between 


courses is recommended. 


Supplied: Tablets, bottles of 60 and 500. 





EARLY POSTMENOPAUSE 


No x-ray evidence of bone lesion 





LATER POSTMENOPAUSE 
X-ray reveals compression fracture 
of lower vertebrae 


LITERATURE AVAILABLE ON REQUEST 





70 AND OVER 


X-ray reveals fracture of neck of femur 
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Manufacturers’ Activities 





Research Delegation Visits Russia 

of Smith, Kline & French 
Philadelphia, and Dr. W. 
Horsely Gantt of Johns Hopkins University 
first official United States 
pharmaceutical research delegation to the 
Soviet Union. They spent a month early 


members 
Laboratories, 


Four 


constituted the 


last year touring medical and pharmaceuti- 
cal research operations in Moscow, Lenin- 
erad, and Kharkov as guests of the Russian 
government. Subsequently, five representa- 
tives of Soviet medical and pharmaceutical 
research institutes—constituting the _ first 
such USSR delegation to the United States— 
visited laboratories and research centers in 
the United States as guests of Smith, Kline 
& French. The exchange was under the full 
approval of the U.S. State Department. 
The U.S. observers reported that the USSR 
and the West share the 


same medical re- 


search targets—cancer and heart and blood 
vessel diseases. In noting that the quality of 
USSR drug synthesis is equal to that of 





the West’s, they added that “quantitatively, 
the Russians are considerably behind us.” 
For example, whereas in the West “a single 
medicinal chemical laboratory might syn- 
thesize 50 to 100 compounds for evaluation 
to find the optimal therapeutic agent, a 
comparable Russian pharmaceutical re- 
search institute will synthesize only 5 or 10.” 

The U.S. delegation was impressed, as 
have been other recent scientific missions 
to Russia, with the speed with which U.S. 
scientific publications are received and 
translated. The report pointed out that, 
from this emphasis on keeping up with 
Western research through the literature, it 
should come as no surprise that Soviet phy- 
sicians have many of the same major thera- 
peutic agents at hand as their Western col- 
leagues. Specifically listed were antibiotics, 
sulfonamides, anesthetics, some of the ste- 
roids, and a few of the tranquilizing agents. 

However, it was noted that the Russians 
are not as much interested in a range of 
compounds or refinements in drug forms if 
one standard agent can be made to do and 


(Continued on page 116A) 













in the 
senility syndrome 


cerebral arteriosclerosis 
and mental confusion 





vasodilator 
MENIC combines the mutually enhanc- 
ing action of the effective analeptic, pentylenetetrazole, with the 
proven cerebral vasodilator, nicotinic acid. 


Each scored tablet contains 
pentylenetetrazole 100 mg. 
(14% gr.) nicotinic acid 50 
mg. (5/6 gr.) in bottles of 100 
and 500 tablets. Usual dose: 
2 MENIC tablets t.i.d., p.c. 
Literature and samples 
available upon request. 


MENIC acts to increase oxygen and blood 
supply to the brain and so helps to overcome the cerebral ischemia 
and hypoxia responsible for many senility symptoms. Produced 
physical, mental and social improvement.! Menic makes possible a 
more comfortable, happier life. 





1. Levy, S.: J.A.M.A. 153:1260, 1953. 


GERIATRIC PHARMACEUTICAL CORP. 
BELLEROSE, L. I., N. Y. DEPT. GER 1-59 


Pioneers in Geriatric Research 
























Zacti rin 


Ethoheptazine Citrate with Acetylsalicylic Acid, Wyeth 





for everyday pain control... 


for your many patients requiring 


potent analgesia but not an injected narcotic 


Proved by extensive evaluation’?* in 1998 patients 
in diverse areas of medicine and surgery, including: 
arthritis, bursitis, early metastatic carci- 
noma, fibrositis, grippe, herpes zoster, liga- 
mental strain, low back pain, menstrual pain, 
myalgia, myositis, neuritis, pleurisy, post- 
Operative pain, postpartum pain, sciatica, 
trauma, dental pain 











© exclusive Wyeth non-narcotic analgesic plus 
anti-inflammatory action 


® prompt, potent action—as potent as codeine 


documented effectiveness and safety!.2.3 
Supplied: Tablets, bottles of 48. Each tablet non 
contains 75 mg. of ethoheptazine citrate 
and 325 mg. (5 grains) of acetylsalicylic acid. Philadelphia 1, Pa. 


1. Cass, LJ... et al... J.A.M.A,. 166:1829 (April 12) 1958. 2. Batterman 
R.¢ etal Am. J. M. Se. 234:413 (Oct.) 1957, 3. Medical Department 
Wyeth: Final Report on the Clinical Fvaluation of Zactirin 








Manufacturers’ Activities 


(Continued from page 112A) 


can be manufactured in quantity. There- 
fore, since the Soviet state is attempting, 
with limited production facilities, to provide 
comprehensive programs for a vast popula- 
tion, the official stand on quantity versus 
multiple variants of compounds is by no 
means surprising. 
e 

New Oral Vasodilator 

Relief from painful and often incapacitating 
conditions resulting from peripheral vascu- 
lar disease is provided by a new oral vaso- 
dilator-spasmolytic drug, Cyclospasmol, a 
product of Ives-Cameron Company, Radnor, 
Pennsylvania. The new drug is particularly 
effectivé in helping to control manifestations 
of vasospastic and occlusive peripheral ar- 
terial diseases, including arteriosclerosis ob- 
literans, Buerger’s disease, and Raynaud’s 
disease. It permits patients to walk greater 
distances without stopping because of inter- 
mittent claudication, promotes healing of 
leg ulcers, and helps prevent gangrene in 


Aler 


WITH THE FIRST DAY’S DOSE 


you'll see renewed vitality—even before you 
notice the “tonic” effect of ALERTONIC vitamin- 
“urncrms fitseneees mineral supplementation. Ferrin Me ence 





THE WM. S. MERRELL COMPANY 


areas affected by obliterative disease. In- 
creased blood flow to the extremities can be 
observed within thirty minutes after inges- 
tion of 100 to 200 mg. of the drug, and the 
activity persists from four to six hours. 

No side effects have been observed even 
after doses as high as 1,000 mg. daily, and 
there have been no known cases of hypo- 
tension following use of the drug. In clinical 
research programs, Cyclospasmol provided 
improvement in 77 per cent of 132 patients 
suffering from various peripheral arterial 
diseases. 


New Iron Compound 

A recent clinical study revealed that elderly 
patients in poor condition from iron defi- 
ciency anemia are rapidly rehabilitated 
with Ferronord, a ferroglycine sulfate com- 
plex introduced by Nordmark Pharmaceu- 
tical Laboratories, Irvington, N. J. This medi- 
cation produced high blood levels of iron 
within three hours after administration with 
few gastrointestinal disturbances and was 
also found to be useful as a diagnostic aid in 
determining hidden iron deficiencies as well 
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as the relative speed of absorption. Eighty- 
one patients between 44 and 89 years were 
given two tablets of Ferronord twice daily 
between meals for one to nine weeks, and, as 
a result of this regimen, the mean increase 
of hemoglobin level was 27 per cent. The 
drug was generally well tolerated by all pa- 
tients in the study, despite such conditions 
as peptic ulcer, gastritis, carcinoma, and pre- 
vious intolerance to ordinary iron therapy. 


Antimalarial Drug Helpful in 
Rheumatoid Arthritis 

\ralen, a product of Winthrop Laboratories, 
New York City, provided relief from joint 
pains for 44 out of 70 ambulatory patients 
with rheumatoid arthritis and seldom pro- 
voked troublesome side effects during an ob- 
servation period lasting from one to four 
months. The 54 and 16 
comprised the group of patients were given 
500 mg. daily of Aralen during the first week 


men women 


of treatment, followed by 250 mg.’ daily 
thereafter. The rate im- 
proved in 43 patients and the hemoglobin 
level in 34. None of the patients experienced 


sedimentation 





..« BRIGHTEN THE OUTLOOK 


ALERTONIC alerts the listless, blue pa- 
tient, brightens his outlook fast, con- 


tains a safe, effective psychic energizer. * 


who 


leukopenia, and only 2 were forced to dis- 
continue treatment because of undesirable 
reactions. Because of Aralen’s known bene- 
fits in systemic lupus erythematosus, it was 
recommended that further trials be made 
with the drug in arthritis, since lupus may 
be present in patients with rheumatoid ar- 
thritis. 


Research Grants 

Grants for independent scientific and medi- 
cal research totaling $431,000 were made by 
Schering Corporation, Bloomfield, New Jer- 
sey, during the first six months of 1958, 
thereby more than doubling the amount 
granted during the same period in 1957. 
Principal expenditures were made for addi- 
tional research into projects on mental ill- 
ness and arthritic and rheumatic disorders, 
and others were made for new areas of re- 
search covering studies of protein hormones, 
blood chemistry, the effects of various drugs 
on animals, and antishock drugs. One of the 
groups receiving a grant for studies of be- 
havioral drug effects in man was the Psychi- 
atric Institute of Columbia University. 





...NOURISH THE BODY 


Supplementary B-vitamins and miner- 
als give a needed lift to poor appetite 


*Meratran—Merrell’s subtle- 
acting, safe alerting agent 


and metabolism. 


Prescription only. One tablespoon t.i.d. Professional literature and samples on request. Write Dept. AT 


‘ 





IMPORTANT 
THERAPY 


with 


peel Sra L Bandi y 


in kraurosis Vulvae 
Pruritus Vulvae Et Ani 
Postmenopausal Vaginitis 
Senile Vaginitis 


Hist-A-Cort-E... 


IW EXCLUSIVE ‘ 
ACID MANTLE 
VEHICLE ACID MANTLE® Hydrocortisone - 


Estrone-Pyrilamine Maleate-Synthetic Vitamin A 


providing 

Epithelium Regenerative 
Antiinflammatory 
Antipruritic 
Antikeratotic a 
Antiallergic 


Antihistaminic 


Normal-Vaginal- and 
Anal-Tract- pH-Restorative 


Sig: Apply twice daily—Supply: 1 oz. tubes 


e \T7 
Samples and literature on request Rey 
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